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of a four-year collaborative effort among the medical school faculty 
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part contains reports, curricula, and survey data prepared for the 
medical education community, focusing cn drug abuse and alcoholism 
teaching in medical/osteopathic schools, a course on alcoholism for 
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Foreword 



A systematic and intensive study of medical education in alcohol and drug abuse is relatively 
new. Asnationalawarenessofthe medical problems resulting from alcoholism anddrug abuse 
has grown during thi frast decade, medical educators, practicing physicians* treatment pro- 
gram staffs* clients In treatment* and others have drawn attention to the need for training 
physicians to recognize, diagnose, treat, and properly manage patients with substance abuse 
problems. With the establishment of the National Institute on Alcohol Abuseand Alcoholism 
and the National Institute on Drug Abuse, a career teacher program was developed. The 
purposes of the program have been to educate medical school faculty for a teaching career in 
drag abuse and alcoholism and to develop medical school curriculum* in the Held. A significant 
indication of the growing interest in medical education in substance abuse has been the 
formation, by careerteachers and colleagues from their medical schools* of the Association for 
Medical Education and Research In Substance Abuse(AMERSA). This volume is the first of a 
series of Publications in which career teachers and members of AMERS A will collaborate. It is 
offered to the medical educator in the hope that it will be a valuable resource In considering 
some of the Issues involved in preparing physicians to treat drug or alcohol patients and their 
families* 

James F+ Callahan Jeanne Trtimble 

Deputy Chief Assistant Chief 

Manpower and Training Branch Training Branch 

Division of Resource Development Division of Resource Development 

National Institute on Drug Abuse National Institute on Alcohol Abuse and 

Alcoholism 
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Introduction: A Perspective on Alcohol 
and Drug Abuse in Medical Education 



Marc Galanter, M.D. 



This book presents the "state of the art* of Ameri- 
can medical education in alcohol and drug abuse. It 
provides both a historical and a contemporary 
perspective on this important issue at a time when 
the American public and the medical profession 
have acknowledged a responsibility to treat these 
serious multisystem illnesses. It also includes valu- 
able educational materials recently developed for 
this Held. 

This boo k is the culmination of 4 years of collabo- 
rative effort among the medical school faculty of the 
CareerTeacher Program in Alcohol and Drug 
Abuse. This program, established in 1971. is sup- 
ported by the National Institute on Drag Abuse 
and the National Institute on Alcohol Abuse and 
Alcoholism. Since 1976, the career teachers have 
worked together under the organization they estab- 
lished, the Association for Medical Education and Re- 
search in Substance Abuse( AMERSA). AMERSA 
was opened to other medical faculty in this field in 
the year after its inception. 

Under the career teacher program, a number of 
projects were carried out to define the scope of 
education in the addictions and to implement more 
effective teaching. The results of this work are pre- 
sented here in two parts. The first part contains 
reports, curriculums> and survey data prepared for 
the medical education community. The second part 
is the Proceedings of the National Conference on 
Medical Education in Alcohol and Drug Abuse, 
held in November 1977. It draws on the work of 
career teachers and their colleagues and reviews 
major issues in this field. 

The book begins with the report of a national sur- 
vey evaluating the state of current teaching prac- 



tices in substance abuse in all American medical 
schools. Alex Pokorny and his associates have con- 
ducted a carefully conceived and thorough study* 
which allows us to define future progress by the 
specific standards of current achievement. This is 
followed by a review of the development of the 
career teacher program in its historic context. 

An ensuing section deals with specifics of curricu- 
lum. "Curriculum Objectives"have been developed 
by a committee of the career teachers 'Chaired by 
Donald I. Davis. They represent a distillation of the 
knowledge and skill areas related to substance 
abuse which the physician should master, and they 
serve as a useful outline for preparing curriculum. 

A model program which uses these objectives, a 
"Course on Alcoholism for Primary Care Physi- 
cians,'* was developed by another committee chaired 
by George Jackson to illustrate specific teaching 
techniques which may be employed. After this 
chapter, Charles Buchwald describes the ample 
educational aids available in this field. 

The need for measuring change in attitudes is of 
major importance in substance abuse education. 
On the basis of another working group, both the 
instruments used and results in a study assessing 
medical attitudes toward the substance abuser are 
presented. This material, developed by John N. 
Chappel and Ronald S. Krug, allows for the 
sequential st udy of changes in student and graduate 
medical groups. The final part of the first section 
presents examination techniques developed in a 
joint effort by the career teachers and the National 
Board of Medical Examiners. John B. Griffin's 
work with his associates on this project has allowed 
fora more prominent role of substance abuse in the 
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board examinations. Their material is also now 
under consideration by medical specialty boards 
for inclusion in their examinations. This work may 
be particularly useful, since policy in the profes- 
sional examinations is highly influential in deter- 
mining medical curriculum. 

The material described was drawn together prior to 
the National Conference on Medical Education in 
Alcohol and Drug Abuse. That conference was 
established by AMERSA to strengthen communi- 
cations among workers in this Held. It was held in 
November 1977 in the hope that it would serve as a 
focus for growth of our working group. The pro- 
ceedings, which constitute the second half of this 
book, reflect the excitement and controversy inher- 
ent in the conference. Over 200 physicians gathered 
to discuss issues of mutual concern, issues for which 
only a limited forum had been previously available. 
Most of those in attendance had worked diligently 
in the face of limited sup port and often active oppo- 
sition to develop curriculum* in the area of addic- 
tive diseases. They felt strongly that a united effort 
^reatly enhanced their opportunity for success. 

Ernest Noble* Director of the National Institute on 
Alcohol Abuse and Alcoholism at the time of the 
conference, delivered the keynote address which 
documents the status of Federal programs at a time 
when there had been considerable expansion in the 
scope of research activities. He also indicated 
avenues that the Institute planned to pursue, with 
increased primary prevention being one major 
thrust. Dr. Noble helped to put the conference in a 
broader public health perspective and urged those 
attending to reflect on the relative investment of the 
Federal Government in their activities in the Held of 
medical education. 

The principal talks of the plenary sessions of this 
conference were reviewed and edited by our edito- 
rial b oard - These proceedings consist oftwo debates, 
two status reports, a nd illustrative career teacher 
programs. The first debate, between Benjamin Kis- 
sinand E* Mansell Pattison, focuses on defining the 
appropriate clinical role for the physician in rela- 
tion to alcohol and drug abuse. The relative benefits 
of training all physicians to assume care for such 
patients are presented. Similarly considered is the 
option of limiting the physician's training to refer- 
ral of such patients to specialists in the addictions. 



A second debate examines whether medical educa- 
tion has focused too much on the adverse eonse* 
quences of the nonmedical use of psychoactive 
agents. It asks, in effect, whether the physician's 
responsibility is lo emphasize considered warning 
of the dangers of addictive illness, a position sup- 
ported by LeClair Bissell. Alternatively, should 
physicians serve simply as educators for thesensible 
and appropriate use of psychoactive agents, as sug- 
gested by Norman Zinberg?This attitudinal issue is 
a very important one, since the substance abuse 
educator may set the tone for students' responses 
toward drug use among their patients and toward 
drug abusers in general. 

Alex Pokorny and John £. Fryer reviewed major 
points from their national survey, which is pre- 
sented in the first part of this book. They provided 
interesting insights into the conduct of this survey 
and their dealings with medical faculty from the 
various schools. 

As stated above, the career teachers were provided 
with an invitation by the National Board of Medi- 
cal Examiners to develop questions in the field of 
substance abuse. At the conference, David Smith, 
director of the board, and John B. Griffin, who 
chaired the committee for the career teacher group, 
reviewed the status and import of their work. This 
complements their report on this issue in the initial 
part of this book. 

The final section provides an overview of the type of 
activities undertaken by the career teachers at their 
respective campuses. George S.Tyner, for example, 
gives a perspective on substance abuse education 
from the office of the dean, since he was a career 
teacher while serving as dean of the medical school 
at Texas Tech University. John N. Chappel and 
Ronald S» Krug present reviews ofa survey that they 
undertook on student attitudes toward the sub* 
stance abuser. This, too, is an update and summa- 
tion of material in the first half of the book. John E. 
Fryer presents an analysis of the communications 
structure in his school, as played out in the hands of 
figures such as the department chairperson, who 
maintains control overmuch of the curriculum time. 
He provides a lesson in navigating the various 
committees on curriculum and the directors of 
training in order to institute changes in substance 
abuse teaching. 



^p^lariy o^thc career teachers were actively engaged 
in research duri ng the co ursc of their grant periods* 
^^fe fjfflnis j; Crow^ studied changes in motility in 
gl^cli^^ In relation to mctha- 

|*||?^^ the - 

^p^Kus:6r work-in his laboratory and Illustrates the 
|^L ? dividfindsVwhlch accrue from combining research 
IW^'teacKing activity* 

I^^are*^^ involved in produc- 

^^Unj audi^ their own campuses 

was 

^^^^ertaken by-Kcnneth Williams^ whose long ex* 
^fe^; pcxiehce - 1 h 1 c 1 1 n tea I collaboration with- Alcoholics 
^^^nonymbus ( AA) allowed him to make a film pre* 
#^ientingthen^ of AA membership* He discussed 
^; %; techm material and 

S^^jjrtfented the^iaysthat physicians can be 
^ ^tau*ht to utilize AA* 

|i;^Thls ypji^^h^fefore provides historical and sur- 
u ^Jvey inforina^C^^ alcohol and drug abuse educa* 
^ /J ion; as welllltibbdy of techniques useful to medi* 
^%^«l_ educators ]n this field, Although such work is 
SI: ^^yfuUy aiwepted in ill schools of medicine, the 
g^ ptbgrett made In the past decade hag been remark* 
p^able^^st schools have progressed from virtually 
§nj) edjjtcailqnal activities in this field to modest but 
n^denned curriculum*. As recently as a decade ago It 
fh^was hard to imagine alcoholism and drug abuse as 



standard components in appropriate clinical 
departments. This now exists on many campuse?. lt- 
may jeem unlikely thar established postgraduate 
medical fellowships in the addictions have thi 
standing of their counterparts in cardiblogy, surgi- 
cal specialties, or child psychiatry: N9pethelciy; e 
such fellowships are already being developed* ^ 

Medical students instructed by members of the 
career teacher program at its inception haveaiready 
approached the house staff oh their wards, asking 
what treatment was available for addicts hospital- 
ized for sequelae of their illness. These students are 
nowthemselvesmembersofthe house staff. We see 
them expressing greater ' concern and respect :for 
this major clinical issue* Many house staff members 
have also been Instructed by other medical faculty 
who have been active In this field for many years; 
All these members of the medical training hierarchy 
now reflect changes generated by medical educators 
and by programs which have sensitized the public 
to the Importance of alcoholism and drug abuse* It 
is a time for considerable optimism* 
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1. Drug Abuse and Alcoholism Teaching in 
XJ.S/ Medical and Osteopathic Schools, 
1975-77 



Alex Pokomy, M.D., Patsy Putnam, B*A*> 
and John E. Fryer, M.D. 



4 INTRODUCTION 

r This is a report of the principal findings of a survey of 
f 1 "drug abuw and alcoholism teaching In schools ofmedi- 
^oithsi^ States J These schools 

^5 Were surveyed between November 1975 and February 
felii77i ificTreOlli; therefore, largely represent the situa- 
#^onin/19^ on the positive or 

^griificant tindin^ Individual medical and osteopathic 
^;;^ipplsare not identified* 



: BACKGROUND 

it JiasJ^n^wideiy r^ogni^d that medical education in 
drug abuse and alcoholism has been generally scanty 
uSk and iiMdequate/It n^^ in the course 

:pf their training medical students tend to acquire nega- 
^ ;, tiv^ attitudes toward patients with substance abuse dis- 
V ^rdm. ; 1tH& pei^Ved^defidencies in medical educa- 
te $^\R-tQ-ti^^ Teacher 
f; PcbjplrtihT Al^Dh ol and Drug Abuse, a joint effort of 
^Wthe NatjonaJ Institute on Drug Abuse and the National 
■ f Institu te on A lcohol Abuse and Alcoholism* 

t^M^t ij^t major reviews of substance abuse teaching in 
"r x ^%Wcal schools were made 5 to 7 yean ago* In 1970, a 



-S ^ 'T^ffiiu^yllfo included denul, physician*! a « islam, and nurse 
1 '^la'eikimier ichooli, buiihoie results will be reported elsewhere- 



conference sponsored by the National Council on Alco- 
holism reviewed thesituation regarding training in 
alcoholism (1)/ 

This study was supported by grant No, DA00061-05 
awarded to Baylor College of Medicine by the Na- 
tional Institute on Drug Abuse and by grant No.TOl 
AA07086 awarded to Dr, John R Fryer by the National 
Institute on Alcohol Abuse and Alcoholism* .- ^ 



Theconference report stressed that alcoholism isa 
major cause of medical and psychiatric pathology. and - 
that it has been called the No. 1 public health pro^m bi 1 
the United States, Despite this, teaching regarding 
alcoholism has been neglected in medical schoolsrOrie" 
chapter of the conference report described the currfcu- 
lums of various medical and osteopathic schools repre- 
sented by conference participants. The descriptions 
indicated considerable variability between schools, with 
clinical facilities and affiliations frequently determining " 
the amount of teaching in the field* The report also 
commented on the reluctance of curriculum committees;' 
to assign sufficient lime to alcoholism education; it sug- 
gested as possible reasons a defeatist attitude and the', 
emotional reactions of committee members, v 

The situation regarding substance abu^ teaching was 
reviewed in a 1972 Macy Conference, with some 30 . 
participants drawn from the basic science ; and clinical; 
departments of medical schools, from ^eialand State, 
agencies, professional associations, ;an^ ^e t)l^jni^^^ 
ticalindustry(2).Theconifcrehce^ 
rnarijuaiia, barbiturates, am 
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. ALCOHOL AND DRUO ABUSE IN MEDICAL EOUCATION ' ' ' 

B^S? h °"°?: d ^ substance abuse. It also SU «ested that a rarrfcuimn 

twofold role for medical education: (J) to equip physi- behavior 7m t Me h«» W*"™^ concept ot 

sicians with appropriate knowledge and skilk. JLi3u n Mriavior, (b) teaching about the broad spectrum of 

*^&&affi thS«n J«*?S^!r ' irl Phennacological agenu involved; (c) systematic critical 

exploitation, and iatrogenic drag abuse* 

^ J;^jposuix? to concepts concerning ^cohplism 

t; and. drug dependency/ A student perspective editorial in Private Practice stated 

K ^ schools have no unified approach to 

ffi ^J!? t( ^^^ } By\ training physicians to treat alcoholics (5). The 

wnterdescribedonemedijalichoolinwW^ 

% JdlnicaJ rotations yearstudents received four lectures onalcoholism— 

; :^ ^ Suitat ? le <?lectives for students who wish to thftSe from the department of psychiatry and one 

H stiidy the subject in greater detail. fn > m thc department 0 f neurology. During clinical 

: ; pHate clinical facilities Mestated that medical schools need to train physi- 

' cians 10 ""fill the major responsibilities they will have 

- In a paper presented at the Macy Conference, and later regarding management of alcoholic patients, including 

^PH^i^ 1 «P?rateiy. Dr. Barry Stimmd outlined an treatmentofthechronicalcohoUc. inaddido^ ^nedical 

^ '^^ t ^ un, ) n wbstance abuse f3). Dr. Stimmd <chools must strive to inculcate in the "physician an 

: described a 4-year, integrated, interdepartmental cur- attitude of compassion toward thealcoholic patient." 

• n'culum in which required courses provide the student Thes4 ^ reports were therefore in agreement that 

* l^th|core of knowledge, and multiple elective courses medical education in the area of substance abuse has 

been inadequate. — - ;- ,„._.... 

Htjnduded an excellent review of topics that need to be 

•covwed, courses and departments that might be in- c reWcws of subst anw abuse training for other 

volved, and teaching methods that have been successful. relatcd Pr° f «si°nals have been made. In a study spon- 

b ThVt077 iii AUk-'rV -t w .« . . sored by the Dnig E| tf°«ement Administration, the 

-„^S ^ ^ - ?T$ 0n Mental Healtn ^ • American Association of Colleges of Pharmacy ' 

p<^uon paper declaring that the "need for effective (AACP) sunned the status ofdrug abJedui l in 

Si .'■ ^ ° f 71,6 <Ch0Cl 10 fct SUbstanw 8bu * courses offereS^n 

a 1 *^: ^"J 1 mcrease in drug abuse and pharmacy students, courses for pharmacy and ^ther 

Igh^^mtedoutthatsuchproblemswera students, courses for educator, ■ 

rttated to legal, moral economic, and social questions. programs, andextracurricularactivitiesTherenort 

^e^me,tnany meo^l schools were reding their indicated fairly widespread activity In tne JSSTS 

°f 6 ■ :m0re T^' 8nd ^ ^ SUg * Wdl " ra P^ « P an7on in subst* eTbuS^ ' ~ 

gested the use of expenentwl teaching in the area of - lion at the time (1972). M • 
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nurses at a large California hospital asking about the 
amount and type . of instruction they had received in 
d^atiira Ninety-three nurses, who 

.^-J^T^I^^TItf.i^oQM indicated that sub- 
: stanoe abuse teaching had been sorely neglected and that 
significant numbers of trainees bad received little or no 
instruction in this area: Those who had received instruo* 
tionVad received it mainly during the psychiatry 
rotation, .:., 

HTie National Institute of Mental Health announced the 
fCararTeacher Program in Alcohol and Drug Abuse in 
:Dewml^r r t97i. The program* sponsored by the 
National-Institute on Alcohol Abuse and Alcoholism 
and the Diyision of Narcotic Addiction and Drug 
>Abuse (whidi later became the National Institute on 
: Drug Abuse); was designed to help medical scho ol 
; faculty members develop expertise in narcotic addiction, 
"drug abused and alcobol abuse. A selected faculty 
member , supported by a career teacher giant, would be 
iabte tq^pend Ito 3 y^Jt^yingall facets of addiction 
^jiftttttfi^ 

■ fwifitee would design a curriculum for medical aM other 
surientsandmate 
ai^bi^ 

v^toiiim^and improve substance abuse education 
- ^in^^^raduate and continuing medical education. 
^TOTirst careS twtchers were appointed in 1972. One 
^^ tiaui^ editor was also established that 
yw^a^Mo^ year- 

Jlml97^tte j^qnal Instftute on Drag Abuse assenv 
:bl<^ai^ 

^program and . to suggest additionaiways of achieving 

^tfr6se>biSS^ 

teachers and representatives from the training centers, 
i!^!iil^f^^^^P^ and NIAAA, held a 

s^r^^bf-^ ultiniately^do^d eight 6i^> 

^Uw^dw^biFihlJe to survey schools of 

^iiii^kaii^ nursing, and programs for phy- 

sicianVassistants and nurse practitioners to develop 
?B«hne data on tf»*state the ait* 1 regarding drug and 

alpohdl abuse (teaching) in existing curricula The goal 
i w^tjcH infonnation 
mis Sring tou^jt which departments were responsible, 
^wfiat r^thods ware bring used > and how much time was 
^Mottoiiffthe core curriculum and in elective hours. The 
J;aoaaif^^ would be verified by site 



The task force also made these decisions regarding the 
survey:- ; -~ - 

1. The sample would be 100 percent of U.S. medical 
schools/ 100. percent of osteopathy ^hwl^ .^.P^^J ?f 
dental schools, 50 percent of physician's assistants train* 
ing programs* and 50 perant of the generalise nurse 
practitioner training programs. Pharmacy schools were 
excluded because they had recently been surveyed. 

2. Each school— even those with a career teacher— 
would be approached through the dean. The task force 
hoped that the dean would provide greater support for- 
tius inquiry throughout each medical school and that 
this method would increase the comparability of the 
answers. 

3. Individual schools would not be identified in the 
survey report. 

4. For baseline purposes* we would make use of alt 
available information, such as that presented in the 
AAMC curriculum directories and the annual JAMA 
reports on medical education in the United States. 



PROCEDURE 

The Baylor Carter-Teacher Training Center accepted 
responsibility for completing the survey. Staff members 
. from the training center developed a pilot questionnaire 
which was mailed to three Texas medical schools. On 
the basis of their responses and questions, we revised 
portions of the questionnaire. Ambiguous wording was, 
not detected during the local reviews or during the pile* 
survey. As a result,- we could not reliably distinguish 
between the time spent on alcoholism and the time spent 
on drug abuse and will mostly report these together. 

The questionnaire was mailed to each medical and oste- 
opathy school in the United States in November 1975. 
In April 1976, we sent a followup lettCT to each non-^ 
responding school, and in July 1976, we sent a second 
letter to those schools which still had hot replied. Later 
we worked through career teachers, other friends on 
medical school faculties, and through personal visits to 
push the completion rate to 90 percent. 



FINDINGS 
Completion Rate 

The completion rates as of April 1977 were as follows: 
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Medical schools 
CareeMeacher schools 
Non-career-teacher schools 
..Osteopathy schools > 

Total 



Ptrcem 
105/117 90 
39/42 93 
«/75 88 
. 9/9- 100 

1 14/ 126 90 



Verification Through Site Vbfts 

. r^ P^^> « «niple of medical schools was visited to 
verify the accuracy of questionnaire replies. I>r. John 
Ft yer,the twher from Temple University, took 
■ the »r!«P9Wil>ility for this and vtshed 10 sctiooU 
Dr. Alex Pokomy, codirector of the Baylor Career 
^Te^erTramihg Center, visited two schools. It was 
. concluded that, in their replies to the questionnaire 10 
- of the I2-schoob had,glven adequate and accuiate 
descriptions of their teaching in drug abuse and alcoho- 
lism. One school had underestimated such teaching, 
n^beoau^ 
■ ; was not aware of certain relevant teaching. Another 
sch0 ° 1 to have overstated iu substance abuse 

. education. We concluded that the questionnaire was an 
8CCUratc indicator of the amount of substance abuse 
education being provided, 

: t Descriptive Findings 

Medical schools 

The 105 medica] schools that replied to the survey vary 
■ srcatiy "n.ase, size, size of city in which located, etc. For 
purposes of analysis, we grouped the 105 schools as 

follows: 



(a) Section of country: 

: Northeast 
Southeast 

West (of Mississippi River) 

(b) City size: ■' 

Under 100,000 
:.. 100,000-500,000 
Over 500,000 

(c) Founding dates: » 

Before 1900 
1900-1959 
I960 and later 



Number of 
schools Ptrceni 



47 


45 


19 


18 


39 


37 


25 


24 


40 


38 


40 


38 


51 


49 


30 


28 


24 


23 
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(d) Ownership: 2 

Public 
Private 

(e) Ist-year enrollment (1974-75) 

41-120 
121-330 

(0 Total enrollment (1975-76): 2 
Under 400 
400^599 
600 and over 
(g) Career teacher in the 
addictions 
Have current or previous 

career teacher 
Have never had a 
career teacher 



Number of -~\ 
Schools Percent 



64 


_ . 61. 


41 


39 


48 


46 


57 


54 


35 


34 


42 


40 


28 


26 



39 



66 



37 



63 



l«td «D hfanaioe fro* Suttatal Ab» r «, „/,*, Vnlud S M „. ,m, 
ihtt/ntttJStata, 1974-73. 



(We included as "career teacher- schools three med- 
ical schools which have had faculty members who 
functioned fully as career teachers although funded 
from other sources.) — >• ■ : — - 



Hours of teaching and number of courses in 
substance abuse - - — - 

We obtained information on both required and 
elective learning experiences in substance abuse. 
For purposes of reporting, these are handled sepa- 
rately because they have different implications. 
Rtqulred activities are minimally satisfactory- 
teaching exposure— activities the medical school 
requires of each graduate. Since these courses are 
taken by each student, it is meaningful to report 
average hours of teaching per school, department 
and student, 

Elective activities reflect the richnessofthecurricu- 
lum, the opportunity to pursue a line of study in 
depth. We mu^recognize, however, that these are .7 
offerings, and """jy an elective is never-cho^n; It is 
not meaningful to speak of total hours of electives 
per school, student, or department. We attempted 
to remedy this by asking how many students took 
each elective during the past yean unlortimStelyf 
many respondents did not supply this information. 
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Therefore, the number of courses is our best avail- 
able measure of the elective program since it issome 
Indication of the variety of opportunities that stu* 
dents have to pursue substance abuse education in 
depthh- 

Average hours of required teaching In substance 
abuse. -The required substance abuse hours range 
from zero to 126. The distribution is shown in 
table 1: 

Table Required substance abuse hours 



Table 3.— Required substance abuse hours/ 
by department /- T: 



Required subitinet 
ibuse hourt 


Number of schools 


Percent 


0 


9 


9 


1-7 


17 


17 


8-16 


25 


25 


17-37 


25 


25 


38-126 


26 


25 



Table 2 presents the number and percent of schools 
with required courses containing teaching on sub* 
stance abuse, 

T ABLE l^Requited substance abuse courses 

- Required uourm 



containing lubitancc 
abuse (Mehing 


Number of schoc-li 


Percent 


0 


9 


9 


1-2 


18 


17 




26 


25 


5-6 


26 


25 


7-17 


24 


23 



For the 102 medical schools which gave informa- 
tion on this point* the average hours of required 
instruction by departments are shown in table 3, 
(Departments which average less than OA hour 

VomittedO \ - 

Elective courses in substance abuse. As discussed 
;pr%iously>it is more mean ihgfulto discuss electives 
,in terms of number of courses rather than number of 
: hours, : The. medical school offerings of electives in 

t u bstanc^ JBibuse are distributed as shown in table 4, 



Basic science department i 



Average required 
i ub tunc* abuie hours 



r na i (HBGQ JQgy 


47 

*K / 


ratnoiogy 


t 1 


i,ommuniiy ana environ- 




mental uieoicinc 


ft 


Preventive meHlclnft 


,6 


It In./* h m nrtict fU 
DIOv 116 RUM r J 


2 


Forensic medicine 


.1 


Medical humanities 


,1 


Total, basic science departments 


7.6 


Clinical science departments 




Psychiatry 


12.0 


Medicine 


3.4 


Neurology 


.8 


Family practice 


.8 


Anesthesiology 


.4 


Pediatrics 


.2 


Surgery 


.1 . 


Total, clinical science 




departments 


17.7 


Interdisciplinary or multidisciplinary 


.4 "■ 


Overall total 


257 


Table 4.— Elective substance 


abuse r 


teaching activities 





Number of elective 
subtUrtce ibuse courK* 



Number of schools 



Ptrccm., 



0 


35 


34 


1 


27 


26 


2 


20 


19 


3-10 


21 


20 



We also asked how many, students had actually 
taken these electives, with the results presented in 
table 5, 

Even if we assume that all of the "riot reported" 
courses had zero enrollment, this still represents a 
substantial student interest in the substance abusif 
area, 

Alcoholism teaching vs, drug abuse t^chlhgr^f^ 
asked respondents to indicate whether each coSrse^ 
dealt with alcoholism or drug abuse, or both: For; 
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T ABLE 5.— Elective substance abuse teaching 
■ activities: Number of students enrolled 



Number of student* 
enrolled 



Number of courses 



Perwm 



o 


4 


2 


M 


25 


15 


5-14 


32 


19 


15-35 


33 


20 


Over 35 


30 


(8 


Number not reported 


41 


25 



all courses— both required and elective— the 
responses art as follows: 



Drug abuse only 
Alcoholism only 
Both 



Number of 
courses 
54 
124 
522 



Percent 
8 
18 
75 



:"For required coums, the distribution is almost the 
same; 81 percent of the required courses deal with 
;:" feoth disorders. 

Since we did riot ask respondents toapportion time 
^jb^tween alcoholism and drug abuse, we cannot 
* jfiij a bly determine total time for alcoholism or total 

tirne for drug abuse. Therefore most of our report 

will be in terms of substanct abuse, which includes 

both. " \ J . 

^j^^iSS^^Mf^A^l^S as percentage of required 
'^Wfteuttim* :For each of 97 medical schools, we 
^calculated the required hours of substance abuse 

instruction at a percentage of total required hours 

'b f i ns t ract io n * The percentage ranged from zero to 

3,irwtth a mean of 6,6 percent 

Departments Involved 

The trend for departmental responsibility in sub- 
stance abuse seems to be running counter to the 
^commendations of the 1 972 Macy Conference on 
Medical Education and Drug Abuse. The confer- 
ence report questioned the efficacy of psychiatric 
Trntmenrfor substance abuse and suggested that 
^tjiere b riow corisiderable doubt as to whether the 
problems ofjJrug and alcohol abuse originate as 
\ g^chia trie or ^behayioraldisord^rsorwhetherdnig 
'abuse Jtself simply gene rates behavioral abnormali* 
tieY", The, report recommended that the depart- 



ments of medicine bear the primary responsibility 
for substance abuse teaching (8). rAs we havealrcady" 
shown, departments of psychiatry teach the greatest 
number of required hours. The same^tj^tion is 
tme for the totalliumber of courses offered (table - 
6). In considering elective courses only, there are 
some shifts, but psychiatry departments offer an 
even larger percentage (table 7), 



TABLE 6.— Departments teaching substance 
abuse courses 



C«untt (hit 

Dtpartroenl eonUio mbtuase 

abut* teaching 


Percent 




Psychiatry 


287 


40.2 




Pharmacology 


101 


14.1 




Medicine 


8$ 


12.0 




Pathology 


37 


5.2 




Neurology _ 


33 


4.$ 




Family practice/ 








family medicine 


29 


4.1 




Community /community and 








environmental medicine 


28 


3.9 ~ 




Pediatrics 


19 


3.0 




Biochemistry 


15 


2.7 




Public health 


21 


2.1 




All others 


58 


8.1 





Table 7, —Departments teaching elective 
substance abuse courses 



Department 


Number of 
electivei 


Percent 




Psychiatry 


73 


44.2 




Medicine 


20 


12.1 




Pharmacology 


17 


10.3 




Community/community and 








environmental medicine 


10 


6.1 




Family practice/ 








family medicine 


9 


5.5 




Public health 


8 


4.8 




Neurology, neuroscience 


6 


3.6 




Continuing education 


■ 5 :. ' ■ 


3.0 - 




All others . 


17 


10.3 
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^Information and ikUU ttught \ 

Eacti survey worksheet included a list of skills and 
;iitei^ and 
^dnig abuse. For each course or teaching activity" 
^respM to check those items 

-included in the course. For most courses, respond- 
en ts checked a large n umber of these, and we found 
it difficult to summarize this information. Tables 8, 
9, 10* and 1 1 liftt* in order of frequency, the items 
checked by medical schools for all courses, This 
"gives some idea which are regarded as more im- 
portant, and which are therefore most ofien taught. 

TABLE 8.— Alcoholism: Information taught 

in substance abuse courses 

(n = 672) 



Type of information 

Definitions/ description 
^MediiStVolhpiicatioiis 

Treatment/ rehabilitation 
i: Psychiatric complications 
;^o^j^ompljcations, 
including legal 

jPtermacblogy 

Etiol ogical factors/ 
prevention" 

Pathology - 

Epidemiology 
"Self-help groups 

Legal regulations, 
including history 

Public health aspects 

Public education 



.Primary disorder versus complications 

It has been bur impression that medical school cur- 
riculum* have generally provided good coverage of 

^the cornpflcations of alcoholism and drug abuse but 
have tended to be deficient in teaching concerning 
therprimary disorder— in teaching about the etiol~ 

^b^^mlchanilm^^d treatment of the 

§We;t|^ course or teach- 

ing disorder, "the 



Number of 
courts ttiching 
informstion 


Pcrcem 


437 ' 


65 


408 


61 


380 


56 


- 348 


52 


342 


-51 


309 


46 


392 


58 


287 


43 


272 


40 


... .241 


36 


178 


26 


169 


25 


103 


15 



^opmpji ^tio ns, or both. For courses that included 
both, we asked respondents to indicate the Rn^offi' 
tion of teaching devoted to each. The responses 
indicate that instruction regarding the primary dis? 
order, rather than the complications of drug abuse 
or alcoholism, predominates In most substance 

Table 9,— Alcoholism; Skills taught in 
substance abuse courses 



Number of . 

Type of skills courses teaching 

skills 


Percent 


Diagnosis/ differential 






diagnosis 


381 


57 


Interviewing/examination 


313 


47 


Medical treatment methods 






other than counseling 


275 


41 


Referral/ collaboration in 






other rehabilitation programs 


266 


40 


Counseling 


222 


33 



Table 10 4 — Drug abuse: information taught 
in substance abuse courses 
(n ' 672) 



Type of Information 



Number of 

courses twchlrtg Percent, 
information 



Complications* 

medical/psychiatric 402 60 

Definitions/ description 399 59 

Poisoning/ overdose 346 52 

Treatment/ rehabi litation 33 1 49 

Pharmacology 308 46 
Social complications, 

including legal 294 44 
Etiological factors/ 

prevention 264 39 

Epidemiology 254 38 

Pathology 235 35 
Legal regulations, 

including history 176 26 

Self-help groups 150 z 22, 

Public health aspects 144 21 

Public education 97 14 
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I ^ abuse teachlngactivitiei. (See table 12,) Nearly 60 
: percent of the required substance abuse teaching 
• ct ! v ' tiM »c reported as devoting more than half of 
: f:-.^! r ' inw tot "* primary disorder (table 13). 

fe™ -rTABLB U.—Drug abuse: Skills taught In " 
substance abuse courses 
=671) 



This may seem to contradict the information i n : 
table 10, where complications are shown as the" 
most commonly taught topic. Tables 8-11, how- 
ever, do not have mutually exclusive categories* 
co mpJjcatio.ns may be mentioned in a larger 
number of courses while the primary disorder may 
actually receive the greater amount of teaching time: ' 



Typeofikitti 



Number of 
counej icichini 
ikilJi 



Percent 



Diagnosis/ differential 
diagnosis 327 

Interviewing/ examination 271 
Medical treatment methods 

other than counseling 244 
Referral/collaboration in 

:other. rehabilitation i programs 224 

Counseling j 33 



49 
40 

36 

33 
27 



TABLE \%-DMsion of teaching time between 
Primary disorder and complications-all courses 



Number of 
cour*« 



Percent 



Teaching activities that devote more 
than,i| time to primary disorder 341 
: T **5!l ln 8 activities that devote more 
than J^S time to complications 189 
Teaching activities that devote 
, l A time to each jg 



58 
32 
10 



TABLE \3.-Division of teaching time between 
primary disorder and complications— 
required courses 



Number of 
couriei 



Percent 



Teaching activities that devote more 
_. th * n Hi!™ t0 primary disorder 246 
JT each >P8 activities that devote more 

than .ft time to complications 158 
^Teaching activities that devote 
... l A time to each - - 42 



55 
35 

9 



Method of teaching 

Although lectures seem to be the most prevalent 
teaching method, students are taught about sub- 
stance abuse by a variety of methods in a variety of 
settings. Students visit hospitals, community alco- 
hol and drug programs, and self-help groups; they 
attend seminars, view demonstrations and films or 
tapes; and they gain practical experience in hospital 
or outpatient clerkships (tables 14 and 15). ." 



Affiliated programs 

The medical schools were asked whether they had, 
mtheiruniversity-affiiiaied hospitals or otheraffili- 
ated clinical programs, one or more separate and 
identified treatment and rehabilitation programs 
for alcoholism and/ or drug abuse. Twenty percent 
of those responding to this question have none:46 
percent have one or two affiliated programs for 
treatment of substance abuse, and 34 percent have 
three or more, 

Table 14— Educational methods used m 
substance abuse teaching 
(n - 667) 



Teechlns method 



Lecture 
Seminar 

Hospital clerkship 
Film or vjdeo tape 
Demonstration 
Outpatient clerkship 
Field trip 

Self-instructional packet 



Number or 
co unci uiin| 
method 


Percent 


472 


71 


274 


41 


209 


31 


172 


26 " 


175 


26 - 


132 


20 


69 


10 


67 


10 ,:; 
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C- Location or site of teaching 

TABLE 15.— Educational facilities used in 
substance abuse teaching 
(/i = 658) 



^;v : . : Number of 

Facility courses lining Percent 

■'■■-■•'i:';- - - facility 



1^;;V: 'i.r ^r: 

: Medical school classroom 445 68 

University affiliated hospital 305 46 

i.-;: Community hospital 81 12 
jcr UGommunity alcohol or 

di^ 81 12 

Library, teaming center, etc. 46 7 

Self-help group 31 5 
Jail prison, or other 

- correctional facility J7 3 



i.f- '„ Residency teaching 

- : \Ve asked each school to identify those residency 
"['-.: programs which included some substance abuse 
^W!^ teaching. Table 16 summarizes their responses. 



Table 16. — Residency programs that include 
substance abuse teaching 



Number of residency programs 






'that include lubstance abuse 


Number of 


Percent 


inn ruct ion 


school] 




0 


49 


49 


- 1 


31 


3] 


2-6 


19 


19 



The residency programs that were reported as 
in eluding substance abuse teaching were as follows: 
• Psychiatry, 51; medicine, 13; family practice, 7; 
neuroidgy^6; pediatrics, 5; anesthesiology, 3; 
: pathology, 1; ob/gyn, I; surgery, 1. 

Continulni education 

• :l One at the more disappointing statistics to came 
^ Jro °lJ^? = SHfY5y J^* ta "l* 1 ** t0 continuing educa* 
^^tion^6f the 105 medical schools that replied to the 
^•7^ con- 

: : :^ttnutnji «cl ucatibn jpi rbgra ms d«a|] with substance 
*r - abuse, v ~ ... 



Interrelationship of Findings 

Correlations and eross-tibulations ^ • 

We ran correlations and cross-tabulations to iden- 
tify factors that might be affecting the amount of 
substance abuse teaching in medical schools. The 
number of substance abuse teaching activities^ 
(courses) and the required substance abuse hours 
were correlated with age of school, first-yearenroll- 
ment of school, total enrollment, and city size. We 
found a small but significant correlation between 
the number of substance abuse teaching activities 
and the population of the city in which a medical 
school is located (r s 27). The number of required 
substance abuse hours did not correlate with school 
age, enrollment, or city size* " : 

Since we considered this the single item most reflec- 
tive of actual teaching, additional tests were made 
with the number of re<yu/r*rfsubstance abuse hours, 
We com pared mean required hours with geographi- 
cal location ownership, career teacher versus t npn.r 
career-teacher schools, size of entering class, and 
size of city in which the school is located, (broken 
down into categories as listed earlier). We found no 
significant differences between geographic loca- 
tion, ownership, or city size* 

We expected the age of the medical school to be an 
important factor in the amount of time devoted to 
substance abuse education* Edward Stainbrook 
noted that it is sometimes difficult for established 
medical colleges to make necessary adaptations for 
inclusion of rapidly developing behavioral sciences 
relevant to medical theory and practice; the more, 
recentlyfounded schools have much more freedom 
in designing curriculum, hiring faculty* and obtain- 
ing space (9). Considering the recent public atten- 
tion to substance abuse, encouragement by Federal 
and State Governments to teach it, and statements^ 
by medical educators that medical schools-should " 
devote more time to the topic, it seemed likely that 
newer schools with their greater flexibility ~wbuld 
have more hours in drug abuse and alcoholism than 
the older, established schools* this impression had 
been strengthened by the experiences of Several of 
the career teachers in substance abuse; The. richest .; 
programs have been developed in three or four new_ 
schools represented in the career teacher-; groups 
The data from our nationwide survey, however, dp; 
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- not lupport this relationship; Although the mean 
; number of required hours in substance abuse teach- 
ing was higher for the newest medical^ schools, as 

- shown in table 17 thrdifferences between the 
groups aire not statistically significant. 



TABLE 17,— Required hours devoted to substance 
abuse: Comparison of schools by age 



Date fouled 1 


Number of Mean required 
lehooU JubeUnct abuit hours 


Before 1900 


48 27J 


1900-1959 


30 21.6 


I960 and later 


24 29.7 



t *P««ndl»j| 4tX* from 1*73-74 AaMC Dtrttwy 9f*mtrievt Mtdk*i BdtmtfoH. 



It may be-that older schools have certain advan* 
tapes that offset the newer schools' freedom of cur* 
riculum development in the area* Forexample, 
older schools may be in a better position to obtain 
Governmentgrants designed to help them expand 
their drug abuse and alcoholism curriculums. They 
:,may also_be more likely to possess clinical facilities 
necessary to substance abuse instruction. 

Two factors that do appear to affect the amount of 
substance abuse teaching in a medical school are 
the 'pretence: of a career teacher and the size of the 
school. The mean number of required substance 
- abuse hours is significantly higher for career teacher 
schools than for non-career-teacher schools (table 
18). 



TABLE Required hours devoted to substance 
abuse: Comparison of career teacher and 
non<areeMtacker schools 





Number of 


Mean rtqutrtd 




tchooli 


mbiuiwe ibu« houn 


Career-teacher schools 


39 


36.3 


Non-career-teacher 






"schools 


63 


19.8 



The mean number of required substance abuse 
hpuriris significantly greater for smaller medical 
tchoob thtofo^ (See able 19.) 



TABLE \9>~Requlred hours devoted to substance 
abuse: Comparison of schools by size « 



llt-yeir enroltmeni' 


Number of Mean required 
schools subtonct ibutQ hours 


41 to 120 
121 to 330 


46 30.4 
54 223 


(p = .003) 

> Irt-JttuMflrotJmffntfllUf e, trimM MA ?hh Attmut fUpwt on Mt&tai Station 
ft the UntitdStttn, 



Findings for Career Teacher Schools Only 

Since some of the results did not agree wit h our pre* 
existing impressions, such as relationship between 
age of school and substance abuse hours, we 
repeated some of the analyses, using only career- 
teacher schools. The findings regarding age of 
school are summarized in table 20. Although there 
is a trend in the career teachergroup for the newest T 
schools to have the most required substance abuse 
hours, the differences between the groups are not 
statistically significant 



Table 20,— Career-teacher schools r 
required hours devoted to substance abuse: 
Comparison _qf schools by age 



Dm* founded 1 


Number of ' Mean required 
school! substance abuse hours 


Before 1900 


19 32.8 


1900-1959 


U 33,4 


1960 and later 


9 47.1 



'Pwnrflfll 4iln from 1975*74 AAMC Dirttiory of Amttesn Mtflcet EducMtW* 
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With the career teacher schools only, the publicly 
owned schools have significantly more required 
hours of substance abuse teaching (40.6) t han pri- 
vate schools (29 J). Another difference is that In ' 
career teacher schools only, there is some relation? 
ship to section of country, with western schools' 
averaging 49.4 required hours in substance abuse; 
northeastern 24.1 hours, and southeastern 44,2 
hours. 

Case Examples 

We want to illustrate the general findings by der . 
scrfblngthe curriculum of one sclwol^ith*^ 
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^57- : fui|;program jm substance abuse and one school 
^^ith .a very limited curriculum. For each of these 
:#^schpolsi the questionnaire was completed by an 

^I^ass^iate lJean. r ~~' 

School A— full program 

£~ Departments and divisions involved in substance 
■"2 f abuse teaching: medicine, community medicine, 
psychiatry/ pharmacology, pathology, adolescent 
LS:^medicine,_ 

- : 2, Affiliated clinical programs in substance abuse: 
:^ "Five hospitals are listed, thres with two programs 
:V each/ 

v _ 3/ The^introduction-to-medicine course includes 6 

____hours on substance abuse, _ 

: T^e pharmacology course includes 10 to 12 

—hours on substance abuse/ 
^/,5,„The community medicine course includes about 
2 hours per week (for the academic year) with one 
^ family; many of these families have alcohol or drug 
^problems. 

-.6. pathology: includes teaching about substance 
abuse. 

:I^iT-~ 7;- Medicine: includes about 3 hours on substance 
l^H abuse. 

A ; 8/ Eicctives: nine separate electives offered by sev- 
^ 4; eral departments. They range in duration from a 
pr^few hours to 2 months. 

School, limited program 

; - f I ; Departments and divisions involved in substance 
: r ~- 3fcii$e teaching: psychiatry, pharmacology, pa- 
^ ; Ethology. _ 

! ■■■!:■- r;2 # Affiliated clinical programs in substance abuse: 
V;;?^ none listed. 

• " 3/the'pharmacology course includes three lectures, 
: ; which deal primarily with the pharmacology of 
drugs and alcohol, and a 40 -minute film on 
: overdose. 

M^i4^The sophomore psychiatry course includes VA 
J: - hours on substance abuse. 

^Preventive medicine includes 1 to 4 hours on 
C alcohol and drug dependency. 

^-Survey Findings for Osteopathy Schools 

^'Cir A 11 Jn i He of the osteopathy schools in the United 
Stated -located ^mostly in the Midwest, Texas, and 



Oklahoma, replied to the questionnaire. Because 
there were only nine, it was not feasible to subdivide 
the osteopathy schools by class size, location, etc., 
for correlations and cross*tabulations. Therefore,^ 
osteopathy schools will be described as a single 
group and will be compared to medical schools. 

Osteopathy schools compare favorably to medical 
schools in the number of hours and courses in sub- 
stance abuse. They require an average of 26,8 hours 
in substance abuse compared to 25.7 for medical 
schools. However, more of the teaching is concen- 
trated in the basic sciences. Of the 58 undergraduate 
courses reported only 9 are in the clinical years (16 
percent), in contrast to medical schools where 40 
percent of the undergraduate substance abuse 
courses are offered during the clinical years. Only 
one osteopathy school indicated that it had affil- 
iated clinical programs for the treatment of alco- 
holism and addiction. Of all 58 courses reported, 16 
\2i percent) offer some hospital clerkship expe- 
rience and4 (7 percent) offersome outpatient clerk- 
ship experience. In short, while osteopathy students 
apparently receive more basic science instruction in 
substance abuse than medical students, they seem 
to have considerably fewer opportunities for clinical 
experience. 

Responses from osteopathy schools were similar to 
those from medical schools in several areaSrAs with 
medical schools, most (74 percent) of the substance 
abuse teaching activities are required, most (68 per- 
cent) deal with both drug abuse and alcoholism, 
and most deal with the primary disorder rather than 
complications. Like medical schools, osteopathy 
schools reported lecture as the teaching method 
most frequently used. 

Osteopathy schools emphasize much of the same 
information — definitions and description, medical 
complications, poisoning, and overdose— as medi- 
cal schools. However, osteopathy schools seem to 
place greater emphasis on pathology than medical 
schools: It is taught in 67 percent of the courses that 
deal with alcoholism (compared to 42 percent of the 
medical school courses dealing with alcoholism); 
As with medical schools, the skills most frequently, 
taught are diagnosis and differential diagnosis,.:.; 

Osteopathy schools divide substance abuse teach- 
ing more evenly among various departments than . 
medical schools. As with medical schools, psychta- 
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try is the department most frequently teaching sub* 
stanceabuse. However, tn osteopathy schools, only 
I7perccnt of thesubsuncetbuseooursesare offered 
- by psychiatry, cdmp» red to 40 percent in medical 
schools. 

DISCUSSION 
Limitations of Data 

Because of the slow rate of return, this report is not 
a snapshot at one point in time; rather, it represents 
data collected overa period of more than 1 year. If a 
gradual change in medical school curriculums is 
underway, such as a tendency to increase the time 
devoted to alcoholism and drug abuse, we may have 
caught different medical schools at different points 
in this change. 

The rate of return was less than 100 percent. It 
presumed that those schools that did not 
reply had lessinterest and lest teaching in substance 
abuse/However, three schools that had appointed 
c V? Cr tcachcrs did not ™Ply» giving career teacher 
schools, which are clearly interested in Substance 
abuse; only a slightly higher rate of return than 
medical schools as a whole* 

The questionnaire replies vary widely in complete- 
ness and evidence of care in preparation* Therefore 
there may be a systematic bias in the data because 

those schools stressing alcohol and drug abuse, 
such as career teacher schools, may tend to identify 
and list more completely their substance abuse 
teaching activities. 

The main purpose of the site visits was to determine 
if any of these limitations had led to systematic 
distortions, and it was ourconclusion that there were 
no serious distortions. 

We have additional information on most of the 
schools which have career teachers in the form of 
personal reports, grant requests, etc, However, we 
did not use these data in Jhis report; to provide com-- 
partbility with other medical schools, we have used 
only the information sent in response to our ques- 
tionnaire. 

Wehadtobearbitrary in classifying certain schools 
as career teacher or non-career-teacher schools. We 
a f * t ?™ r teacher school each school from 
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which an application had been senrin^aMlaj 
proved, regardless of whether the career teacherha 
held an appointment for 1, 2, or 3 year^In titii 
cases* former career teachers had mov^ tof^h^ 
medical schools, but in such cases'oiUy tiie orfgifi 
medical schools were counted as careleV^icSe 
schools. We also chose to include three sii^jittfl 
had faculty members who attended Ww^teache 
meetings and functioned in most respects as caree 
teachers but who were on some other form o 
support. v "t __;~'z 

Some medical schools received careerteacher gT^i 
very early in this program, while others^havjj 
received them only recently. If some systematic 
expansion in curriculum results from a caree t 
teacher appointment, it may take 1 , 2, or 3 years to 
become evident. Thus, we probablycaught .the sev- 
eral career-teacher_Schools,at,different phases of 
this development. 

Conclusions 

It would be of interest to compare our findings 
concerning the present state of the artinsubsuhw 
abuse teaching with the situation at previous Vimesf 
but this is not strictly possible since a survey at ex^" 
tensive as ours has not been reported previously 
the October 1972 Macy Conference, it was stated' 
thatonly.63 of the 120 schools of medicine ihi|he^ 
United States and CanTdroffered electiveslnsom^ 
aspect of drugabuse,and45 had subjecUi^the'cur^ 
riculumdealing with alcoholism(lO). OuTdafa. indi-' 
cate that 102 of the 105 U.s; medical tthobfrtHa^ 
replied to our questionnaire offer atleast$^e|uW 
stance abuse teaching, showing that the situation" 1 
has clearly improved. The report of the 1970 NCA;^ 
Conference on Professional Training on Alcohol-J 
ism reported a "survey of existing. facilities. and 3 
medical school programs"that included 35 medical 
and osteopathic schools, but it is nbt clear how 
sample was selected or obtained (11) ^7 ; 

Welookedatthe reports from individual schodlsW-; 
the 1970 NCA Conference 

each of them with the report from that schboliffoui^ 
survey to see if there had been changes. ThU^n^ 
out to be extremely difficult and perhap^ im^^ 
Me for these reasons:" " ~ '■^ '■'T^f^^ 

1 , The 1970 NCA report dealt only with alcbholiiS^ 
wher 5 as 0Ur ^rvey dealt wjthboth alcphqi and dk^p 
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abuse, and it was difficult for us to separate these 
two components. 

2. The i 570 reports were typically not quantitative 
in that they did not give the number of hours spent 
on an activity. 

3. The 1970 report did not distinguish in most 
cases between required teaching and elective teach- 
ing; much of what was presented appeared to be 
elective offerings. 

About the most we can say from this comparison is 
that few schools seem to have regressed in their 
amount of teaching, and several schools seem to 
have strengthened their alcoholism teaching con- 
siderably. 

Although there evidently has been an overall in- 
crease in substance abuse teaching, a significant 
number of medical schools still teach very little 
about alcoholism and drugabuse. Three question- 
naire respondents indicated that their schools teach 
nothing about substance abuse (or, in one case, no 
"formal" teaching). It seems unlikely that the sub- 
ject is never mentioned in their curriculum*. How- 
ever, since the questionnaire was mailed to the dean 
of each medical school, who could either complete 
it or ask an interested faculty member to do so, such 
a negative reply certainly seems to indicate a lack of 
interest. Twenty-five percent of the responding 
schools indicate 5 or fewer required hours in sub- 
stance abuse; 38 percent offer no elective* in the 
field; 43 percent offer five or fewer courses dealing 
with the subject; and 20 percent have no affiliated 
clinical programs for the treatment of drug abusers 
and alcoholics. 

We also reached some conclusions about how best 
to assess substance abuse teaching. Three solid indi- 
cators of the amount of substance abuse teaching in 
a medical school appear to be the number of re- 
quired hours devoted to the subject, the number of 
total and/ or elective courses that deal with it* and 
the presence of affiliated clinical programs for drug 
/ abusers and alcoholics, It is important to deal with 
-the number of courses as well as the number of hours 
because for some teaching activities, especially the 
electives, respondents could not tell us exactly how 
' many-hours were represented; the best answer they 
.could give us was "variable." The existence of treat- 
ment programs is important because they provide 



practical experience in the field; a good, solid, didac- 
tic, basic science background may be wasted if the 
student never sees an alcoholic or addicted patient' 

It appears that although the general situation has 
improved* we still have a long way to go. The state 
of the art of substanceabuse education is improving 
but is still only minimally satisfactory. 
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2. Medical Education in Alcohol and Drug 
Abuse: The Career Teacher Program 

Marc Gilanter, M*D, 



Alcoholism and drug abuse have been slow in gain- 
ing recognition as legitimate medical illnesses, in 
large part because of the social forces which have 
influenced their treatment. This Introductory sec- 
tion deals with recent developments in medical edu- 
cation in these Illnesses on a national and local 
level -They center around a federally funded Career 
Teacher Program in Alcohol and Drug Abuse, 
which todate has established faculty members at 43 
American medical schools and has led to the devel- 
opment of a national organization for medical edu- 
cation and research in substance abuse. 

MEDICAL EDUCATION AND THE 
SOCIAL CONTEXT 

The issues addressed reflect a consistent tendency 
of society to segregate certain of Its members and 
label them as defective and undesirable, This is well 
illustrated by Foucault{ 1) in his history of Western 
European attitudes toward the mentally ill, He 
notes that after virtual disappearance of leprosy 
from Europe in the early 17th century and the con- 
sequent close of the leprosaria, attitudes toward the 
psychologically disturbed and behaviorally deviant 
began to change. Over several decades, asylums and 
"ships of fools** were established to assure the iso- 
lation of these unfortunates, who had been pre* 
viously allowed to mingle freely among the general 
population. As time went on, they were treated with 
increasing seventy, and it was only some two cen- 
turies later, with the advent of "moral treatment" 
for mental illness, that humane attitudes toward the 
mentally ill were widely applied in Europe, 
The labeling of the rejected, with their consequent 
inhuman treatment, can also be seen in American 



attitudes toward the opiate addict. This arose spe- 
cifically after the use of opiates came to be asso- 
ciated with the oriental laborers of the Pacific 
Northwest, a socially rejected group, in the late 19th 
century. The chronic, socially debilitated alcoholic 
has come to occupy an analogous rejected role t and 
the person with alcoholism was similarly presumed 
to be morally afflicted. 

It was therefore not unlikely that these socialforces 
would serve to define the scope of medical educa- 
tion in the addictions. Indeed, the sensitivity of 
medical education to social forces is clearly illus- 
trated by the change In the scope of medical educa- 
tion in the half century following the Flexner report 
of 1910, in the late 19th century, medical school 
faculties in the United States were almost exclu- 
sively composed of the practicing profession, While 
influenced by European scientific rationalism* this 
report began a profound transformation on Ameri- 
can medicine, leading toward an orientation based 
on scientific investigation and biomedical research* 
Interestingly, this is being modified considerably 
with emphasis on a new social Issue of health care as 
a human right. Primary care medicine, as an emerg- 
ing model for the physician's role, may thereby 
return us to the humanistic physician as a medical 
role model* 

ALCOHOL AND DRUG ABUSE GAIN 
RECOGNITION 

Social trends are hardto discern in their early stages, 
It is clear, however, that over recent decades the 
country It beginning to deal more dispassionately 
with the issues of alcoholism and drug abuse, The 
development of Alcoholics Anonymous has had an 
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important effect on American attitudes. AA illu- 
strated that the alcoholic person might regain a con- 
structive place in society and was therefore not 
beyond reclaim* It also showed that the recovered 
alcoholic* an upright citizen, was apparently not a 
tainted or incompetent person* 

A rather different circumstance influenced public 
willingness to approach the problems of opiate 
addiction from a nonjudgmental stance* The heroin 
epidemic of the late 1960s and the consequent at- 
tempts to find a large-scale solution led the country 
to place some 50,000 Americans in methadone 
maintenance treatment programs* We were sur- 
prised to find out that this medically based approach 
achieved a considerable measure of success and were 
well aware that additional sophisticated approaches 
were necessary for other addiction problems. 

What changes are coming about in physicians' atti- 
tudes toward alcohol and drug abuse? It is well 
documented that alcohol and drug abuse are etio- 
logic or precipitating factors in a large portion of 
medical illnesses* One series of hospital surveys (2) 
indicated that one-fifth of male medical ward pa- 
dents are alcoholics* For most of these patients 
alcohol was a primary precipitant of their illness. In 
psychiatric services* substance abuse was found to 
be a major factor involved in two-fifths of inpatient 
admissions (3) and one-half of emergency room 
visits (4) in two university teaching hospitals. 

Despite these findings* the clinical importance of 
substance abuse is generally underplayed in medi- 
cal education. This largely reflects physicians' atti- 
tudes toward the addictions as issues which hold 
only a secondary place in their discipline. The 
American Medical Association, however, through 
its Council on Mental Health, issued a position 
paper in 1972 on the importance of placing greater 
emphasis on drug and alcohol abuse in medical 
education (5)* It emphasized that medical educa- 
tors*efforts should be directed at correcting prevail- 
ing stereotypes, and that students should be sensi- 
tized to the physician's function as a gatekeeper to 
available drugs for the abuser. A literature on pro* 
fessipnal training in alcoholism and drug abuse was 
beginning to develop, derived both from actual 
medtcal school curriculum (6) and from national 
conferences, such as one sponsored by the National 
; Council on Alcoholism (7). 
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In this context* the Federal Government in 1971 
undertook planningofa program which would sup* 
port medical school faculty members interested in 
teaching on substance abuse for a large number of 
medical schools. The faculty, designated as career 
teachers in alcohol and drug abuse* were to be 
supported in this work by a Federal grant for a 
period of 3 years. Upon the establishment of the 
National Institute on Alcohol Abuse and Alcohol- 
ism and the National Institute on Drug Abuse, the 
career teacher program was undertaken as a Joint 
endeavor by the new Institutes. At present the pro- 
gram is operating on 43 campuses across the coun- 
try* with others soon to be approved. Of the current 
career teachers* 33 are physicians, primarily psy- 
chiatrists. Internists* pharmacologists, and special- 
ists in public health are also participating. 

In addition to the individual career teachers, two 
national training centers were designated* one at 
the State University of New York, Downstate Med- 
ical Center* and the second at Baylor College of 
Medicine. These programs were principally charged 
with providing onsite training in the form of course 
work and apprenticeship-type exposure for the new 
career teachers. As It became apparent that many of 
the career teachers were relatively sophisticated in 
the area of substance abuse, the training centers 
undertook additional functions, Including prepara- 
tion of bibliographies on current literature, devel- 
opment of resource handbooks, and ongoing eval- 
uation of the program. 

One important aspect of the program in which the 
centers took part was the development of national 
conferences three times a year t attended by the 
entire career teacher group* These conferences 
served to develop a common perspective and to 
allow for exchange of specialized Information. Per- 
haps more Important, however, they generated a 
spirit and feeling of community which allowed the 
career teachers to return to their respective Institu- 
tions and deal with the professlonalisolation which 
characterized the role of the specialist In addictive 
illness. 

As the award period came to an end for many career 
teachers, it became increasingly apparent that there 
was a great necessity for assuring continued involve- 
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ment in the substance abuse leaching field. The 
academic systems from which teachers came often 
maintained regressive outlooks on addiction, which 
permeated academic and clinical structures, and 
which could not be transformed over the coune 
of only 3 years. To assure continuation of their work, 
the career teacher group has established the Asso- 
ciation for Medical Education and Research in 
Substance Abuse. This group, initially synono* 
mous with the Career Teachers and Training Center 
faculty, is to serve as the nucleus for an organiza- 
tion directed at augmenting the course of substance 
abuse training, research, and treatment on medical 
campuses throughout the country. 

On the national level, there have been additional 
undertakings, such as presentations at medical and 
scientific conferences* ranging from the research 
conducted over the period of the grant to new teach- 
ing and clinical techniques. The career teachers 
have also collaborated with the National Board of 
Medical Examiners in formulating questions on 
substance abuse for the national boards. In addi- 
tion, continuing education courses have been pre- 
sented at national conferences and conventions, 
such as the American Psychiatric Association Con- 
vention and the National Drug Abuse Conference. 

ACTIVITY IN THE MEDICAL SCHOOLS 

Although much work has been done on the national 
level, the principal aim of the career teacher pro- 
gram is to improve the training in drug abuse and 
alcoholism in the teachers 1 respective undergraduate 
medicalschools. Before appointment, teachers gen- 
erally had an area of expertise within the substance 
abuse field and subsequently expanded on their 
work in that area. The initial task for the career 
teacher was to evaluate the overall pattern of courses 
and to plan a strategy for filling in the needs which 
had not been met. Alternatively, in a school with 
mtnimalteachlngonthesubjecttS/he could initially 
develop his/her own "model" curriculum. These 
strategies involved two possible approaches. The 
teacher might expand his/her work from within 
his/ her own department, building on associations 
and curriculum time available there. Alternatively, 
s/he might begin by undertaking work on an inter- 
departmental basis, contacting other departments* 



chairpersons and course directors at the outset* so 
as to negotiate a broader base for development. 

Since many career teachers were generally known 
for their expertise in substance abuse at their respec- 
tive institutions they were often in a position to con- 
tact members of various departments and discuss 
curriculum needs. Often other faculty initiated con- 
tact* hoping to fill gaps in their own training pro- 
grams. At other times, a teacher's role as clinical 
consultant led to new teaching opportunities. 

The curricular exercises themselves often had a 
strong emphasis on active student participation, in 
order to provide the best opportunity forattitudlnal 
change. Such participatory exercises have been 
used in a variety of contexts, such as in care of the 
dying patient (8). It has also been demonstrated 
that medical students report the most meaningful 
learning experiences to be those which involved a 
high degree of active participation rather than pas* 
sive observation (9). In light of the singular impor- 
tance of attitude change in the area of substance 
abuse, this approach appeared to be even more 
essential. For example, one approach often under- 
taken was to have students interview alcoholics and 
addicts in the first year of medical school. This 
helped to desensitize anxieties about the nature of 
addiction and to engender a more realistic view of 
the patients as people. Role-playing exercises were 
frequently used, and surveys on the alcohol and 
drug use of the students themselves were taken. 
These latter data were then used to provide com- 
parison for students with other population groups 
oft he same age and were used as entreeinto the im- 
portant issue of physician alcoholism and drug 
abuse (10). 

FUTURE OPTIONS 

Much interest centers around the establishment of 
the Association for Medical Education and Re- 
search in Substance Abuse. With this organization, 
with the maturation of the career-teacher group, 
and with the influx of new career teachers it is hoped 
that new educational options will develop. The 
prospect of a national network of educators in this 
field would certainly facilitate theirimplementation. 

Advances have already been made: Inan Initialsur* 
vey of the earliest group of career teachers, it was 
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found that curriculum time devoted to substance 
abuse increased by a factor of 2* 1 in the preclinical 
years and by 2.8 in the clinical years. This additional 
time should be carrying with it increased sophistica- 
tion and a less prejudiced perspective regarding both 
treatment options and the humanistic concern for 
the abusers. 

Much effort, however, must be devoted to the clini- 
cal programs, because the positive attitudes engen- 
dered in students are so often disrupted once they 
begin work on the hospital wards, where the treat- 
ment system operates with built-in prejudices 
against the addictive illnesses (11). Because of this, 
there is a growing sense of the responsibility of career 
teachers to the practicing physicians, This has led to 
the development of training packages for graduate 
physicians, as well as the liaison necessary with 
local medical societies and hospital staffs, It has 
become clear that the scope of the program neces- 
sary for achieving its goals is quite broad. 
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3. Physician Education in Substance Abuse: 
Curriculum Objectives 

Donald I, Davis, M.D. 



In recent years* public awareness of the physical, 
emotional, and social problems associated with the 
abuse of alcohol and other psychoactive substances 
has increased dramatically. With this trend has 
come the awareness that many physicians have 
been inadequately educated regarding the nature, 
recognition, and treatment of patients with sub- 
stance abuse problems. In 1972, there appeared an 
official AM A committee statement on medical 
school education in substance abuse (1). In it, the 
need for medical education on the abuse of alcohol 
and other drugs is outlined, and a number of key 
areas of content are delineated. Shortly thereafter* 
a report from a conference of prominent medical 
educators, sponsored by the Macy Foundation (2), 
was issued. This report presented a strong case for 
the need to improve medical education in substance 
abuse. In his editorial on needs in future medical 
education (3)* E. Gray Diamond, past president of 
the American College of Cardiology, also has made 
a strong statement on the need for increased medi- 
cal school education in substance abuse. 

The question of physician education in substance 
abuse goes far beyond the area of curriculum con- 
tent. Articles have also appeared on such topics as 
the attitudinal barriers of physicians in dealing with 
patients who have problems related to drug and alco- 
hol abuse (4,5), as well as the high incidence of 
addiction among physicians and the problems of 
denial among their colleagues and themselves (6), 

Steps have been taken from outside the profession 
as well to bring about an upgrading of medical 
education on substance abuse. One of these was 
Federal legislation creating the Career Teacher 



Program in Alcohol and Drug Abuse. The intent of 
the program was to support a medical school faculty 
member to devote his time to the development and 
implementation of curriculum in substance abuse. 
There are presently career teachers at 43 medical 
schools throughout the country. There are, in addi- 
tion, two medical-school-based training centers to 
assist the career teachers in their endeavors. The 
present report is one outgrowth of the program. 

Since 1973, members of the career teacher program 
have met on a regular basis three times a year. Out 
of these meetings have evolved small work groups 
on key topics such as curriculum content, teaching 
methods, and the evaluation of teaching in sub- 
stance abuse. There also evolved an organization, 
the Association for Medical Education and Re- 
search in Substance Abuse (AMERSA), which al- 
lows ex-career teachers to maintain contact with 
the program and allows career teachers and others 
to share and exchange teaching methods and re* 
search findings. 

The list of objectives that follows presents the work 
of the AMERSA Committee on Substance Abuse 
TeachingObjectives. These are not intended to 
mandate how all medical schools are to teach about 
substance abuse, but they are intended to convey 
the opinion of experts as to what should be included 
in a medical curriculum on substance abuse. The 
goal has been to make available a broad scope of 
objectives to which schools can turn for guidance, 
both to maximize their own strengths and to cover 
areas of relative weakness while maintaining mini* 
mum standards. 
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The objectives are grouped according to subject 
areas that the committee found most helpful They 
are nor mended to be recommendations for course 
or lectue headings. Also, it is not felt that the order 
in whic uhese objectives appear need be their order 
in a mescal school curriculum. Where the commit- 
tee ha? taken a stand is on establishing priorities 
within subject headings, These priorities are pro- 
vided solely for the benefit of those curriculum 
committees and teachers who may be relatively 
new to the field and who have not yet formulated 
their own priorities or deter mined their own best ap- 
proaches to the teaching of substance abuse. Under 



each subject heading, appearfirst the overall objec- 
tives. These are sometimes called lermina! objec- 
tives and refer to goals or expectations of students 
once they have completed their formal education. 
The overall objectives are followed by a longer and 
more detailed set of objectives, often called en- 
abling objectives, which is intended to provide teach- 
ers with guidelines as to the content of their teach- 
ing to accomplish the overall objective. These are 
guidelines which, through experience, have appeared 
most helpful in deve loping curricu I urns in this often 
ignored* yet crucial, area. 



CURRICULUM OBJECTIVES 

DEFINITIONS 

t. J Define the following as iheV relate to substance abuse: 

a. Abstinence 

b. ASusc 

c< Abuse potential 

d. Addiction 

e. Antagonism 

f. Cross-dependence 

g. Cross-tolerance 

h. Dependence 

i- EnzYme induction 
j. Habituation 
k, Idiosyncratic reaction 
I. Misuse 

m, Physical dependence 
n. Potentiation 

o. Prevention; primary, secondary* lenia ry 

p. Psychoactive 

q. Psychological dependence 

r. Synergism 

s. Tolerance: metabolic pharmacologic* behavioral 

i. Withdrawal syndrome 

2.' Describe various models of subtiance abuse (e.g.* medical model, learning model). 
3. 1 Contrast the alcoholic with the problem drinker. 
4. 1 Contract the addicted to the nonaddtcted user. 

5* Differentiate between an objective medical versus a moralistic understanding of ^JeoholisrrT and *drug abuse. * 

6j> List common criteria of substance abuse versus use in terms of duration and frequency* social consequences* licit, versus illicit. 



EPIDEMIOLOGY- GENETICS 

It 1 Outline various methods available to conduct and evaluate epidemiologic studlas of population groups regarding substance 
abuse* incorporating incidence, prevalence, mortality* and morbidity. 
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I 3 Describe evidence about the role of heredity in the development of substance a bus* {eg., Winokurt hypothesis and enzyme poly* 
morphism). 

S. 2 List the incidence/ prevalence rates Tor use/abuse or various substances far the Nation and Tor selected papulation) (defined by 
demographic and other characteristics such as associated diseases and in patient /out patient). 

4, 2 Describe the use of epidemiologic data for the development in governmental and program planning of prevention, detection* 



BASIC SCIENCES (BIOCHEMISTRY, PHYSIOLOGY, PHARMACOLOGY, PATHOLOGY) 



L 1 fie able to do the following: 

a. Compare alcoholism as a nutrient with carbohydrates* proteins* and fat. 

b. Describe the reasons for nutritional deficits occurring with a high intake of alcohol, 

c* Describe the effect of aJcohol on vitamin metabolism* particularly: pyridoxal phosphate ( vitamin 84), thiamine (vitamin Bj)» 
ascorbic aeid (vitamin C), and vitamin A* 

2 + l Diagram the major metabolic pathways of alcohol degradation {include the major enzymes), 

3.' Describe the physiology and biochemistry of dependence and addiction* with special reference to the brain and liver 

4. 1 List the types of substances of abuse* as per Goodman and Oilman. List some street names associated with each of these types 
of substances. 

5. 1 For commonly abused drugs* describe or outline— 

a. Dosage levels and therapeutic range 

b. Common behavioral and physiological effects 

c. Common behavioral and physiological side effects 

d. The physiology of withdrawal 

e. The absorption* distribution* metabolism* and elimination 

6.' Explain drug-drug interactions among commonly abused substances* and between them and prescription drug* of any kind. List 
clinically significant examples, 

1} List the acute and chronic pathologic effects of commonly abused drugs on the following systems: 

a. CNSand PNS 

b. CVS 

c. GJ 

d. Skin 

e* Respiratory 
f- Endocrine 
g. Hematopoietic 

S* 1 Describe the ways in which detection technology is applicable to diagnosis and treatment of substance abusers. 
9? Outline the pharmacologic action of disulflram in the presence of alcohol* 

10? List various roots of administration and describe the marked differences in the effects mentioned in item 4. 
1 1. 2 List the common adulterants of street drugs. 

\2? List the naturally occurring substances in blood that chemically resemble various drugs of abuse. 



I. Compart and contrast substance abuse patterns in ghettos* suburban areas, and among medical school faculty. Outline a 
prevention program for each, 

2 J Evaluate the role of peer pressure in the prevention* development* and maintenance of substance abuse. 

3* J Describe factors which make physicians particularly susceptible to abuse of specific substances. 



and. treatment. 



SOCIOCULTURAL FACTORS 




ALCOHOL AND DRUG ABUSE IN MEDICAL EDUCATION 



4*' Discuss health card ti a mechanism for addressing the needs of deviants (not in the negative unit) in our society. Include t 
discussion of "correctional theory" versus "labeling* 

3. 2 Describe the ways in which cultural factor* influence the use of various substances using tjl of the following groups; Italians, 
Jews, Irish, French, Chinese, tnd blacks. 

6. 2 Deicribe (he ways in which the rllual and/ or religious use of t substance relate! to the development or prevention of tbuse end 
dependence, 

1? Deicribe economic tnd political issues that contribute to the growth and stability of subitance abuse. 
PSYCHOLOGICAL FACTORS 

J. 1 Deicribe the concept of tbe addictive personality tnd the controversy surrounding it. 

2. 1 Deicribe the concept of lubsiince abuse tt a symptom of tn underlying emotional disorder 

3/ Apply learning theory (e.g., clinical operant conditioning, *i c J i0 the phenomenon 0 f substance dependence* 

4*' Describe how drugs ti i tress coping mechanisms can affect various phase* of the individual life cycle, 

3. 1 Describe the role of denial as a defense mechanism in the subitance abuser 

6. 1 Compare and contrail the conctpts of suieide* self-destruct! ve behavior* tnd subitance tbuse. 

7.' Deicribe the concept of self-medication of psychiatric symptoms. Include in Hw description iliep disturbance* depression, 
anxiety stater psychotic disorders* and personality disorders. 

Liit nonphtrmtcologlc (actors (e.g., set, letting, and placebo) that contribute to the occurrence of tn tcute toxic (both positive 
and negative tonicity) drug response. Explain tbe contributions of preexisting psychosocial pathology and current life tnd 
interpersonal stresses. 

9* : Explain how substance tbuse can be a form of coping and adaptation!! skill development. 
10, 2 Describe psychodynamic theories (e.g., drive and anxiety reduction) of tbe phenomenon of substance abuse, 
I I. 2 Describe how the behavior patterns and lifestyles of substance abusers predispose them to prevarication. 
1 2. 2 In any given patient there is a complex interaction of psychological, sodtl, and pharmacologic factors. Compare tnd contrast 
at ktit four conceptual models, explaining the relation of these factors to the addiction process. 

DIAGNOSIS AND TREATMENT OF OVERDOSE 

I J List the expected pathophysiology of overdose from each of ths separate lubsta noes of abuse. 

2. ' Describe the tp propria te pharmacologic* psychologic, and supportive Intervention with overdose from each of the separate 

substances of abuse. 

J.' List expected psycho pathologic states with overdose from each of the **pa rate iub stances of thuse. 

4, p List tht signs found on physical extm I nation of overdose to each of the substances of abuse. Describe the continuum of signs 
present with low versus high dosci of the substance. 

5<t Outline the differential dltgnosii of skull Injury, hypoglycemia diabetes, stroke* etc, and drug overdose or toxicity. 

6, 2 Outline the specific treatment for recurrent seizures from drug overdose, 

DIAGNOSIS AND TREATMENT OF WITHDRAWAL STATES 

t. 1 List tbe expected pathophysiology of withdrawal from *ach of the separate substances of tbuse. 

2. 1 Describe the appropriate pharmacologic, psychologic, or supportive intervention with withdrawal from each of the itptrate 
substances of tbuse. 

3. * List the expected psych optthologic itates with withdrawal from each of the separate substances of abuse, 

4. 1 List the signs found on physical examination of withdrawal from til of the substances of abuse* Describe the continuum of signs 
present with Increasing doiage of the substance* 
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5. List several medical complications which may accompany or precipitate withdrawal. 

6. r list the substances of abuse which have no withdrawal syndromes. 

7. J Describe the settings, procedures, and persons necessary to treat withdrawal from the various substances of abuse. 
%} Outline the specific treatment for recurrent seizures from drug withdrawal 

9. 2 Outline the basic steps in the differential diagnosis of recurrent seizures that may be related to use of substances, 
DIAGNOSIS AND TREATMENT OF SUBSTANCE ABUSE 

I. 1 Describe the clinical aspects of substance abusers which might arouse feelings such as anger fear, and anxiety in the physician, 
and how these feelings might lead to inhibitions about treatment. 

2. L Describe the phenomenon of relapse in substance abuse and its implications for treatment. 

3. ' Describe how the concept of continuity of care applies to the substance-abusing patient. 

4. 1 Describe the spectrum of effects (signs and symptoms) of intoxication with each of the substances of abuse. 

$} Having detected intoxication, outline theextendedcommoncourseof treatment available irrespective of the substance involved, 

6. 1 Describe the signs, symptoms, psyehopathology. and diagnostic criteria for chronic dependence on each of the major categories 
of substances of abuse. Describe the common factors in chronic dependence. 

7 J Outline a substance abuse history and how it should be taken to include presenting problems, history of dependency, genetic 
factors, early developmental experiences, and social factors. 

8. ' Given the realities of denial, prevarication, and lack of collaboration tn treatment by substance-abusing patients, describe an 

approach to supportive, nonrcjecttng confrontation of patients with substance abuse problems which would facilitate appro- 
priate treatment intervention. 

9. 1 Describe approaches of intervention with the physician who has become dysfunctional because of substance abuse. 

10. 1 Describe practices for the safe and efficacious prescription of various psychoactive substances. Include dose and frequency, 
course of drug, emphasis on nonpharmacologic therapies, and specificity of target symptoms for which drug is used. 

II. 1 For the emergency treatment of possible drug-related conditions, outline the basic steps in diagnosis and the priorities in treat- 
ment of comatose patients, emphasizing vital support systems; respire tory, cardiovascular, IVs, urinary output, etc., and specific 
antidotes, e.g., naloxone. 

1 2. J List at least six findings on physical examination that would be either pathognomonic or bighly suggestive of current drug use, 
intoxication, or withdrawal. 

13. 1 List specific medical complications of chronic drug abuse which would be detected on a general physical examination. 

14.' Outline what must be covered in a psychosocial history to rule out adequately the presence of social consequences of substance 
abuse, with emphasis on (J) work history. (2) marital difficulties, (3) repeated accidents, (4) legal problems, and (5) social 
difficulties. 

15. 1 List at least five treatment referral alternatives for substance-abusing persons. Outline an adequate referral to each of these 
facilities. 

16. ' Compare and contrast the positions that recommend the cautious use, versus the avoidance, of psychoactive drugs in trie 

treatment of substance abuse, with particular reference to never-ad dieted, presently addicted, and previously addicted individuals. 

17. ' Describe three central points in the course of evaluation and treatment where family involvement can be of benefit. 

18. 1 Describe how to motivate substance-abusing patients. Include problem areas, appropriate and inappropriate reinforcers, 
current personality variables, AA referral, religious supports available, ete. 

19. * List at least four criteria of successful treatment of the substance abuser. 

20. * Describe why pharmacologic intervention may frequently he inappropriate in certain cases of intoxication. 

21. 1 Describe tbe implications for treatment of tbe 'concepts The patient is a substance abuser" and "The patient has a substance 
abuse problem." 

22. 1 : Describe principles of crisis intervention, therapeutic community, and c hem o therapeutic approaches for substance abusers. 
Compare and contrast these approaches, including their applications in outpatient versus inpatient settings. 

23.? List three questions that would help determine what substances of abuse an individual might be using. 
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24. Describe social networks as contributor! 10 substance abuse problems And as positive resources in the treatment strategy for 
the substance abusing patient. 

25. ' The Ihtrapcutie approaches to the drug-using patient are multifaceted and mu kid iteipli nary. The major strategics are socio* 

therapeutic* psychotherapeutic, and chctnotherapeutic. Delineate the modalities and outline factors that would be indications 
for each of these therapies. 

26. 2 list special issues whieh are encountered Id the consultative role to other physicians in their work with the substanee-a busing 
patient. 

27. 3 Explain the indications and limitations of each of the following three possible outcomes of ptychlatrie consultation for the 
substance abusing patient: (a) improved treatment by primary care physicians and staff* (b) acceptance of the patient for 
treatment by the consultant, (c) referral to another treatment agency. 

2B. 1 Compare and contrast criteria for and outcome of treatment for drug withdrawal: (a) hospitalized, (b) ambulatory. 

29. 3 Evaluate the relative prognosis of persons who are substance abusers. Include the dimensions of type of drug* age, iex t acute* 
chronic, and different treatment modalities- 

30. 3 List at least 10 subtle signs (other than drug-taking behavior*) of incipient or recurrent abuse. 

31. 3 Complete the following table regarding direct and indirect medical complications of each category for the major drugs of abuse: 





Organ 

system 


■ 

Medical 
complication 


■ 

Treatment 


Acute 
in to location 








Acute 
withdrawal 








Long-term 
addiction 









32. 3 Outline the apparent prenatal end neonatal complications of maternal substance abuse, 

33. 3 Describe the results of specific diagnostic tests such as urinalyslit brcathaJyacrt blood -drug levels* and blood chemistries which 
would suggest acute and chronic substance and/or withdrawal 



LEGAL, ETHICAL, HISTORICAL ASPECTS 

l. r Define the current DEA categories of drugs— demonstrating understanding of their development and rationale. Where may 
a listing be found of these categories? 

2»' Lilt the Fsderat and State rules for prescription writing In each of the DEA categories. 

3,* Describe the specific Eaws as they relate to medical practice for the following: 

a. Physician-patient communications 

b. Prescribing practices 

C. DWI i public intoxication 

d. Commitment and transfer procedures 

e. "Impaired physician" laws 

f. Breathalyser, blood alcohol level analyiest and urine drug analyses 
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4.' Explain the medic* I ctbici issues involved in the Hutment of ■ lubitancc-de pendent patient, e.g.. confidentiality* detection/ 
treatment* and march. 

3.* Outline the historical appearance tnd progression of use of alcohol* opium, marijuana* tobacco, sedative-hypnotics* ampheta- 
mines, and hallucinogens* and tha various treatment approaches to trait mem of abuse of ijicse substances. 

6. 1 Describe bow drug and alcohol use by physicians influences their practice. 

7. 1 Describe the lagal measures that hive been used historically to control the abuse of substances. Include the effects they have had. 

Demo nitrite an understanding of the impact of the Uniform Alcoholism Act and the Narcotic Addiction Act on health care 
and research practice*. 

PREVENTION 

l* 1 Demonstrate an understanding of primary, secondary, and tertiary prevention in relation to lubiunce abate (e.g., legal measures* 
educetionai methods* environmental manipulations, substitute preparations, technological control). 

2. ' Describe the role of various secondary/ tertiary prevention models such as industrial program!, court -related programs* and fetal 

substance abuse detection programs on the early detection of substance abuse, 

3. J Liit li* ways in wbich attitudes of and behavior toward patients by bouse staff physicians influence the development by medical 

student* of sound clinical skills in the treatment of substance abuse patients. 

4. 1 Demonstrate an understanding of the role of the physician prescribing practice in the prevention of substance abuts. 
S. 1 Outline a program of substance abuse prevention for the prevention of physician dysfunction from substance abuse. 
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4* A Course on Alcoholism for 
Primary Care Physicians 



George Jackson, M*D, 



A review of medical literature reveals numerous 
articles calling forgreatcr knowledge and improved 
attitudes for physicians in the field of alcohol use, 
abuse, and addiction, Otherstudies make reference 
to courses fora variety of health professionals other 
than physicians and investigate the impact of these 
on the participants. 

Williams, VanLewen, and Sreen (1) have studied 
the effect of a 6-day intensive alcoholism course on 
the participants as compared to a control group. 
The group attending Florida School of Alcohol 
Studies consisted primarily of nonphysician health 
professionals with enough interest in the field to 
attend a course. Their paper provides a detailed 
outline of the teaching program with topic areas 
and teaching methods, i.e., lecture, panel discus* 
sionSt question-and -answer periods, and demon* 
strations.Theinvestigatorswereabletodemonstrate 
a change in knowledge and attitudes as compared 
to a pretest and the control, but a shift in behavior 
was not as readily apparent. One conclusion was 
that the school effected attitude shifts, but these 
changes seemed to bear little or no relationship to 
any change in behavior 

More and more educational courses and sessions are 
provided forphysiclansinthe field of alcoholism as 



part of the general increase in emphasis on continu- 
ing medical education. The following curriculum is 
proposed as a model to provide some standard iza* 
tion in the educational effort. Additionally, an 
investigation of the effect of this curriculum not 
only on physician knowledge and attitudes but on 
behavior is urgently needed* To promote participa- 
tion in an educational effort which results in more, 
continuing medical ed ucation credits but no change 
In patient-related behavior is wasteful and promotes 
a false sense of progress. 



AUTHOR 

George Jackson is affiliated with the Mount Sinai 
School of Medicine. 



REFERENCE 

I. Williams, J,H,: vanUwen, A; and Biwn, T. Evaluation oft 
6-day count In alcohotiim sducattoa and orientation* tottr* 
national Journal of tht Addictions 9(5):673-P9, 1974* 



vSi 'W- :r A COURSE ON ALCOHOLISM 



A JOURSE ON ALCOHOLISM FOR PRIMARY CARE PHYSICIANS 

^■'tS^.^-t-^;.;- ■ ■ ■ - \ 

S-x^ , Medical Education and Research in Substance Abuse 



Developed by a committee of the Association for 



: ; Committee Chairman 

ijV'S.v' George Jaekson, M.D. 

1*^:,^;- ' ' Members 

^gWf .-^ - .1 .... _-__Rudy Arredondo, Ed.D., Joseph Benforado,.M.D., Louis Bozzetti, M.D.* 
Charles Buehwald, Ph.D., John E. Fryer* M.D., Benjamin Kissin, M.D., 
|SS^ ; '/ John Morgan, M.D., James O^rien, Ph.D., Jack MarreU Rogers, M.D., 
|S ft ^ Sidney H. Schnoll, M.D.,and Kenneth Hugh Williams, M.D. 

^^^ : :, r ^ . • ..... .: • 

|He*Uh problems caused by cxewsivc u« of beverage aleohol make up a large p*rt of the primary care physician's practice. Although 
|mosi [physicians feel competent to manage the trauma caused byanaleohoUe*sdrivingmisbap,many physicians fee) unprepared and 
|tb^av?1d dealin gwiththeetiology ofthetrauma— alcoholism, 

I3^i^**^/9yj^vesa_nd met hodologie considerations provided will assist in the development of a continuing education program 
|foriheenhancementof proficiency on the part of primary care physieians in detecting, diagnosing, and managing the individual with 
|prbb(emi related to excessive alcohol use. 

^Thete gu jdelines are designed wit h em pha sis on the role of the primary care physician. Thus the intended participants are physicians 
|5v|£o^ro#de primarycate, including genera I practitioners, family practitioners* internists* emergency room physicians, and industrial 
^phy^Uihii Pediatricians, obstetrtciana, gynecologists, and psychiatrists who act as primary care providers would be included also. 

^sj^^k^y: wectives for a 2-day conference on alcoholism 
for primary care physicians 




^^e p rjmary care physirfa n sho u Id be able to — 

^^Rje^^niwi padentt who areat risk of alcohol dependence, patients who abuse aleohol, and patients who are dependent on aleohol. 
&M}pie*wp* appropriately for treatment/ - 
j^l j^^o^rforiablc in the recognition/intervention role. 



i physician s hou Id be able to recognize the patient whose risk of aleohol abuse or dependence is above average. This 
^pojyjd tiat ^may r n 6c? defined by one or more of the following risk factors: 
iXyaUi bilitybf a jcohol to tbe individual. 
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The primary care physician should be able to recognize the patient who is or may be abuilng alcohol, Such an individual may be 
Identified by one or more of the following factors: 
Acute alcohol intoxication. 
1 Alcohol oh breath. 

s Blackouts. # . 
Continuing sleep disturbance and use of steep medications. 
Oriylng while intoxicated. 
. Epliodesof loss of con trot of behavior. 
Frequent use of psychoactive drugs and drug-seeking behavior 
Frequent work absence or tardiness. — - 
Liver abnormalities. 

Multiple somatic complaints and recurrent GI distress. 
Peripheral neuropathy. 
_&^V) i d^riincjtioji._ 
Repeated accidents (drivjng and other). 

The primary care physician should be able to define and identify the patient who it acutely intoxicated with alcohol with particular 
attention to— ■ r ■ . 

Leveli of consciousness associated with excessive alcohol consumption. 

Olfferentiation of CNS dysfunction due to alcohol from other causes. (A variety of other drug intoxication and conditions retuJl 
in changes in consciousness and/ or behavior simitar to that seen in alcohol intoxication ,«.g. p diabetic ooma k piychoili.) 

Other abnormalities frequently found in individuals who present with acute alcohol Intoxication, e.g., subdural hematoma. OE 
bleeding. * 

The primary care physician should be able to define and identify the patient who li dependent on aleohol. Such an individual may be 
identified by one or more of the following: 

Presence of alcohol withdrawal syndrome: > 
. fc^rly— rnild (tremors, agitation, insomnia). 

La te-r severe (delirium tremens). 
Tolerance to large amounts of alcohol. 

Pretence of various medical complications, cirrhosis, pancreatitis, macrocytic anemia, organic brain lyndrome, malnutrition. 
OE ulcer/ bleeding. 

Sufficient criteria as described by the National Council on Alcoholism. 
Sufficient positive responses on the MAST test. 

Intervention 

The primary care physician should beabletoefficiently treat the patient withacute Intoxication, and to facilitate withdrawal from the 
dependent state without adverse effect (detoxification). 

1. Acute intoxication: The following 

Llfeiupport for the comatose patient (e.g., intravenous and respiratory support), 
Calm discourse. 

Sedative medication, e.g., benzodiazepine derivatives. 
Poiilble referral to "sobering up" services. 

2. Phyiical dependence: The following aspects are of particular importance in treatment: 
Sedation of hyperactive central nervous system, e.g., paraldehyde, benzodiazepine derivatives, 

CJoie observation for development of delirium tremens after early (mild) withdrawal itate. ■■■■■■ ■-'U 

Vitamin therapy. . 
Obiervation for complications, e.g., infection, aspiration. 
Observation for other sedative drug withdrawal. 
Preparation of patient for long-term treatment. 
Psychotherapy. 
. Benzodiazepine derivative maintenance in selected cases. 
Referral to other sources of therapy. 

The prlmarycare physician should beable to intervene to providetrcatmentforremljiion Of alcoholism directlyand through referral 

L Primary physician activities: 
Preparation of pattern for long-term therapy. 

: Ongoing review of medical status: 
Patient management including aggressive folio wup and coordination of outside servkei, • & 

Utilisation of Antabuse. V ^ v C 

Utilization of antianxiety drugs such as chtordiazepoxidc for short-term maintenance. " ^ - 



v^r'- ;^ a course on alcoholism 

L ^v^ ^»^ptbcrsources of therapy: 

- Rwidentkl community. 
\ Q^^^HalfWmy ^ house; ; •- •' 
V- r r ^ A A^ Al-Xnbn-Alatce n)> 

P rdfessionalv psychiatrist, psychologist, social worker. 
; v Couiucling progmm. , 
: 4l^^MentaI health servieet. 
^ ft^lPatiei^;family. .y 
{ : _yyy:-P- Legal coercion. 

Payikfcar* attitudes 

To fed more comfortable in the recognition/ intcrvcotion role the primary care physician should be sensitive to the following factors: 

^^^^b^sm is'ti^atabl* 1 ' 
^^Mlcohoiism is a health problem. 

: i£-y- \ ^^colioliim is a ehroiuc condition with remission and relapses. 

^l^^^ c can prese nt difficult management problems which engender negative feelings in the physician. 
■t7 • Alcoholitm will not be detected without a high level of suspicion on the part of the physician. 
h& ^The physjiciao's own use of and attitude toward alcohol wil! affect care of the patient. 



^ METHODOtOGIC CONSIDERATIONS 

- J** fo,I °*!?* * u *S t$tions 8r * prepared to facilitate the accomplishment of the learning objectives and program planning, 
PrejptaDDing 

ki 1 ! Al<**! Planning committee must be developed to adapt these guidelines to the local situation. Local alcoholism experts should be 

}■■ ^^iinduded in planning.: 

if :~: ^ l^^/^'yw^ntalhealthdepartment and the area aleo holism education and training program (AAETP) should be consulted. 
^ gTr^agencies may have specific program materials and/ or advice. Bnancial support may be available. (See table 1 for a list of 

& ;^ aaetps): : 

^StJij^P 1 * /Rowing inay.be considered for promotion of the program: 

fl /- - CoDtiDuing medical education credit— this is essential. 

r^fc^Big Mm^^ participants; cheek with AAETP. 

n^^/ourt sponsorship (e t g , eounty medical society and family practice association). 

^'%^~^p^^i ^'liS^ngAn newsletter or other county medical society mailing. 

tifj An early jnailing reinforced by a second folio wup mailing, 
i^^^^^ ^I^^P* 111 for registration should approximate the going rate in area. 

K-VI^De|elo^a pretest and posttest of knowledge and attitudes. 
2> JElicit : comments after conference on reaction to presentation!. 

^■ Learning Materials 

J?W^ ] ?^^!^..^y-dwlop.a package of teaming materials to include the following: 

%y^ 

^IC^tUne^of learning objectives. 



^'•^CriWftoTorjbe Dt»f»otii of AJcoholUm by tbt Critcri* Commits NidIqmI Cooftdl on Akofaolltin. avtiUbl* in Amttkmn Jovrmt of f*yeh!*tty* lWtt>Jt27* Awtwt W2. 

%£/9*^£tyli!*try* '12*1*51 1 97t;tsd Sttor, M.L.; Virrtktff. A,; ind Vu ftotijea, L A Mtfedmloiittftd then ytnloo of tbt MkfalCft* AfeoHotfoa Scwtdnf T«t* </ 

^gA*^^></tf^(jAS6:|t7-U4, tWS* 7 ™ • ' •• .r . ■■■■■ - ■■♦■t\- -■-=■ y 
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TABLE t * — Area alcoholism education and training programs 



Arai 



Stale 1/ territories served 



WESTERN ; 

DaHas Reed, Ph.D. 
Director 

1755 East Plumb Lane 

Suiie260 

Reno, Nev. 89502 

702-786-3610 



Alaika, Arizona, California, Colorado, Hawaii, Idaho; Montana, 
Nevada, North Dakota, Oregon, South Dakota, Utah, Washing On; 
Wyoming, Pacific Islandi/Tnm Territoriei 



EASTERN 

Charles Sapp 
Director 
P O - Box 512 
: Blobmfield* Conn, 06002 
203-243-832* 



Connecticut. Delaware, Dlitrict of Columbia, Maine, Maryland, 
Masiachuietts, New Hampihirc, New Jeriey, New York, Pennsyl- 
vania, Puerto Rico, Rhode Island, Vermont,- Virgin Islands, Vlrw 
giaia, Weil Virginia 



SOUTHERN 

Edward Alderetle 
Director 

776- B Juniper Slreet NE, 
Atlanta, Ga. 30308 
404-875-7196 



Alabama, Arkansas, Florida, Georgia, Kenlueky, Loulilana, 
Missinippl, New Mexico, North Carolina* Oklahoma, Soulh. 
Carolina, Tennessee* Texas 



MIDWEST 

William Butynski, Ph.D. 
Director, 

180 North Michigan Avenue 
Suite 1031 
Chicago, III 60601 
312-782-4073 



lilinoil, Indiana* Iowa, Kaniai, Michigan, Minnesota, Miisouri, 
Nebraika t Ohio, WUcomln 



Annotated read! ngi— categorically grouped* 

Proposed historical questions which could be used in M.D/i practice. The physician can J n co rporatc quest! on I about alcohol uteinio 
the routine medical interview at Ihe iame time quell ions are asked about amoking and uiing medication, 
Uit of various agenoiei from whom more information or resources is available: 

Alcoholics Anonym ou I 
write to: 

General Service Office of Aleohollci Anonymous 
Box 459 

Orand Central Poit Office 
New York, N.Y I0OI7 

Area Alcoholism Education and Training Programi 
(Seeuble 1) 

Cenier of Alcohol Studies 
Rutgers Univeriily 
New; Brunswick, N P J. 08903 



^ForlfliflftoAtcdliit«fr«^ftfiwiiietoCcofl<iJek«^ M.D«Ocpwifflfrt1olCfliiiinunityM«JlcliH*Moy<uSiruii Schwlol Mctfldnet New Yotk.NiYL 10039. Subjc««|(HlwMd '. 
imf n«ljriMO«j i «t 4kK i phyilfltofy; ptcwmlw, w*i»l terc*ti ttaiiiiiei t ttd *tfnof r*phy; and youth , 



^Ig^ 'y:- J A COURSE ON ALCOHOLISM 

fc" ■]£ National Clearinghouse f or Alcohol Information 

.^National Council on Alcoholism 
^ S^;:733 Jllird Avenue 

^^M(SM^i|p local listings) 
IfcoNFEBENCE PLAN 

| 'fA suggested plan for a conference of 25 to 50 participants. 
^^J^rtkipanis seated around tables in small (8 to 10 persons) groups. 

i- ^ ftf^wwL by the bead of the sponsoring organization. 

.^itntro^uctiom what will be done and how. 
^^StotPT^watton {part I): Trauma (auto accident— lacerations* semiconscious) brought to hospital emergency room, 

%Metho# au^ovisual, written, or oral presentation. 
^^^Qnjectlve: introduce concept of detection, differentiation of intoxication as traumatic cause of depressed consciousness, need for 
^^nigh level of suspicion. 

Smaii-g roup discussion: Reaction tocase presentation— what should be done to work up and manage the case. Group leader to bring 

% ~ level of 300 rag percent and minor fractures; level of conscious* 

^ r , •" •gw Ip.^?^* Y^^?.? n9crvit * ve management. On second or third day in hospital patient becomes severely agitated witb increased 
j : : . ^ tempmture and hallucinations, 

^r^^ tolerance, withdrawal, detoxification. 

^S^-^^^^^^^i^^-^ 1 Ftosbbacksimo individual's history* witbaspecti of problems on job, borne* previous DW1, encounters 
;& ^*^_M-P* in wtobik or acknowledged. 

^ factors, signs and symptoms of abuse and addiction* concept of early detection. 

presentation. Group kaderto direct discussion to opportunities for detection 

f ^^*&[&iy m Jj^^inionV ^ . " 

g^^f^^Metbods of early detection and recognition, barriers to these methods. Description of bigbriik groups, signs and symptoms 
k&Mfo addiction/ dependence* 

l^gOJbjecti^; dr^ 

^'MM^^-^^t^^^^^ 1 ^^^^ 9 an<| / 0f blood alcohol levels (BAL) after alcohol consumption. Correlation of number 
% d.rinfc^ relates to BAL* 

g^Obj&ctW observe effect of alcohol on BAL 

^j^^ and pathology of alcoholism. 

^^^se/P^^^on; Original trauma case begins therapy for alcoholism, number of failures, short remissions described whb final 

'^^wcce^jM, control^;;;' \^J;' 

^^j^cimi^wifk w! of types of therapy for alco bolts m, 

^i^.lxbioiti; Tables staffed by representatives of local aleobolism treatment organizations with literature, etc. 
■^^'fahet Snort desc riptio n o f bow variety of local treatment agencies would Hand le t hera py of prese mcd case, 
f M^Lecture^btiwuoic Medlcai/legal aspects— physician as problem drinker. 
|3gg Cbi*e^o^\ Short wnp-up t evaluation of course, posttcst If used. 
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Handbook 



Charles Buchwald, PhJX 



Medical education in alcoholism and drug abuse 
cutis across rhany disciplines, each with its cwn ex- 
tensive literature, special concerns, and jargon. For 
the most part* these disciplines do notdeal with the 
material relating to substance abuse as an integrated 
knpw^K?* Equally true, there is no such 
^Ing asa coordinated curriculum in drug and alco- 
hol abuse at most medical schools. At some schools 

- there arejeatterid 1-hour lectures in as many as 
«^ S 11 * ^ejparat^ departmcnis. A i other schools, three 

f or four 15-mirtule or 20-minute segments of larger 
lectures substitute for even the scattered hour lec- 

- lures, There hrljtlle question that at most medical 
: ipHoqli the curriculum in substance abuse is 

inadequate, v 

It wis for rta^ons such as these that the Career 
tocher Program in Alcohol and Drug Abuse was 
estajrt^ to upgrade the cur- 

riculum in medial schools, Committees of career 
teachers and faculty from the career teacher centers 
^garj farn^ to discuss such matters as ah inte- 
grated medical |^hb6Iiurrteulumi It bedameappar* 
crAjyb rriosrihat the broad range of knowledge ire* 
quired foracomprehensive curriculum necessitated 
(S^IJfariiy with an extensive literature, frequently 
frqfc disciplines other than one's own. If a career 
lei^lwr wais to coordinate an interdisciplinary cur- 
^c'ul^rn in his own medical school, s/he would require 
i 'specific ^ reference guide to the drug and alcohol 
literature jpf the several medical school disciplines. 
The career, teacher needed a resource that would 
enable him/her to acquire the relevant knowledge 
_of other disciplines without the time-consuming 
)Uudy needed to become an expert in every field/ 



Although many career leached approach©* the* ¥| 
assignments with the aim of personally leaching*!! ; u 
of the alcohol and dmg abuse courses at their ihsti- VS 
tutioi^ most became aware that this was not the most i| 
desirable approach. Instead, they soon discovered' "53 
that coordination of substance abuse curfi^luin^te|| 
within the existing medical^hodl departnKhtal ;^ 
structure was more feasible. Thus, it appeared thkl ';i>{?ffl 
a resource guide should alsq:be one that could : ht-$k$m 
shared with teachers of other disciplines, - ^~?81 
The Career Teacher Resource Haj^book^ started 
out as a manualfor new career 

to the relevant literature of alcohol and drug iibuseS .^M 
across all disciplines. In order lb maximize the utili 4 
ity of the handbook, the literature cited for^ch^ 
subject area was to include the most c^mpr^r^^ J f : f|§ 
and up-to-date review articles; classical irticlVs thaF^^i 
were the basis of much currem^ 
research; and articles presenting both sides ofrele* 
van l controversial issues; A description; rather liiSn- Hjf 
an abstract, was prepared for each article ir/erSour^ 
age the reader to seek out and read the ori^hal, not 
just the abstract. ' - ^ r 

For the career teacher who wanted more exte^ive 
education inagivencontentarea than thatob^ihe^ll^ 
merely by reading the selection of articles; a descrip- 
live list of facilities known for spwiW 
area was included. This list was comprised of well-:; fl|lj 
known treatment facilities, laboratories- 6r"indi-^L |C^ 
yidual experts who would be worth consulting 
visiting for a protracted period of time in order trj ?: k^m 
obtain information in greater depth, r ! - " L 

Therefore, the resource handbook was planned fori M^f™ 
multiple usage. For the career teacher who was not^^^ 
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"teaching a particular course ► the references would 
enable him/her to discuss the material knowledge- 
ably with the actual teacher, and help make him/ her 
aware of the latest material pertaining to substance 
abuse: L The teacher could also make use of the listed 
references as recommended readings for the medi- 
cal students. 

One additional resource that is deemed of value to 
the career teacher is a list of teaching aids, A third 
subsection was added to several chapters of the re- 
; source handbook listing films, audiotapes and video 
• tapes, slides; etc,, relevant to a particular content 
area- Only material appropriate for medical educa- 
tion is included. Each annotated listing also includes 
the: names and addresses of the suppliers of the 
; material. 

If a resource is to be of continuing value, it must 
reflect the latest scientific and treatment literature, 
Therefore the resource handbook wasdesigned in a 
lops el eaf format so that sections could be updated 
relatively easily. The initial plan of an annual revi- 
sion-proved to be too ambitious for such a large 
undertaking, so the present plans call for a less 
frequent periodic updating. 



An editorial committee of present and former career 
teachers has been formed to insure the appropriate 
selection of articles for these revisions. Further plans 
call for adding an annotated bibliography of the 
major reference works available in the field to the . 
handbook. An additional list of teaching aids appro- 
priate for professionals other than physicians will 
also be included in order to increase the usefulness 
of the handbook. 

The editorial committee w^ll also explore the feasi- 
bility of coordinating the handbook with the set of 
curriculum objectives so that it will serve more di- 
rectly as a curriculum guide. This will primarily in* 
volve changing some chapter headings, dividing 
some sections in two, and collapsing others. In this 
way, the handbook will serve as a barebones outline 
for an eventual textbook in substance abuse: 

Following are the contents and a sample chapter 
from the first revision of the resource handbook* 

AUTHOR 

Charles Buchwald is affiliated with the State Uni- 
versity of New York— Downstate Medical Center. 
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Sociocultftral Factors 
Bibliography 

J* Bacon* Seltien D. The process of addiction to alcohol: 
social aspects. Quarterly Journal of Studies on Alcohol. 
34:1-27, 1973/ 

j A descriptive study dealing with the process of social 
control and drinking. The developing alcoholic reduces 
- the number and variety of hi* social activities and drops 
butofincmbe^ 

tolerant of his drinking and whichexercisc less control 
over him* Recovery involves a resocialization through 
rckarning controls over behavior socially defined as 
i nto lera ble, ■ ami over expected behavior. Prevention 
can be. achieved by insuring that behavior by others 
reflects disapproval of deviant drinking behavior. 

2* Bailey* M.B. Alcoholism and marriage. A review of re* 
search and professional literature. Quarterly Journal of 
._, Studies on Alcohol, 22S1-97, 1961. v 

This review has abstracted and summarized the major 
literature relating to alcoholism and marriage* a field 
V of research which Thai emerged within the past 15 years. 
+ \ Statistical analysis^ of marital status has demonstrated 
that the stereotype of the alcoholic as a marginal under* 
Socialized member of society ts no longer tenable. Al- 
eoh 01 ics have a h igh rate of broken marriages, bu t 
< many are living with their spouses. Case studie* of the 
wives of ale oho lie j have described the persona I pathol* 
ogyjof these women and the neurotic interaction be- 
tween marital partners, The hypothesis that aleo* 
holism is a cumulative stress affecting the family in 
various patterned ways has also been tested to a limited 
'■f extent, • 

3; BarTy.HjjTLSodoculturel aspects of alcohol addlctton^ 
- Research Publication of the Association of Nervous and 
Mental Diseases, 46:455-47 1 , 1968. 

The conflict between a striving for independence and a 
desire for 'dependence; in addition to insufficient so* 



eial controls on excessive drinking, common factors ' - 
suggested in the etiology of alcoholism, are discussed 
in a review of the literature* Examples are drawn from 
cross-cultural studies in. which it was found that fre- 
quency of drunkenness was positively correlated to 
frequency q\ ceremonial drinking, especially when 
alcohol was drunk aboriginally, demonstrating that . 
sacred or ritual use of alcohol does not necessarily re- .; -., 
suit in controlled drinking. Frequency, of drunkenness, 
was highest in societies with low childhood pressure . 
toward compliance, and in those where independence 
in adulthood was stressed, supporting the hypothesis 
of a dependence-independence conflict in alcoholism." 
Abstinence as a social control of alcoholism isdis- . 
cussed in anthropological and historical perspective. 
Effective social control in present-day society is neces- 
sary. Moderation in drinking, once established in the . 
culture, may a Deviate the conflict sand anxieties which 
motivate excessive drinking. A bibliography of 40 
items is included. - 

4. Beck man, L J. Women alcoholics; a review of social and %>^_ 
psychological studies. Journal of Studies on Alcjohoi, > 
36:797-824,1975. 

In a review of social and psychological studies on women 
alcoholics published in English since 1950, findings 
on social history variables, personality characteris- 
tics, social roles, and sex role confusion and treatment 
methods arc examined. A bibliography of 109 hems is \ 
„. included. ~ 

5. Blanc, Howard T. t and Barry, H. Binh order and a|cc» 
holism: A review. Quarterly Journal of Studies on 
Alcohol* 34*37-852, 1973. 

In a wide-ranging cross-cultural survey, the investi- "'" 
gators found an overrepresentation of last bonis in all 
family sizes, increasing progressively with larger f ami- . 
ties. Conflict over dependency has been suggested as a ~ 
motivational factor which may underlie excessive ~ 
drinking and which may he overdeveloped in the to ■ - 
born of the family, especially among men;';".',^ :iT-r--'_. 

6. Edwards, P., Hatvey, C.ar^d Whitehead, P.C. Wives of 
alcoholics. Quarterly Journal of Studies on Alcohol, ™ 
34:112-132, 1973. 

The literature on the wives of alcoholics Is reviewed 
under three headings: the disturbed personality theory, 
the stress theory, and the psychosocial theory/ 

7. Lin sky, A.S. Theories of behavior and the image of the • 
alcoholic in popular magazines/ 1900-1966. Publit — t 
Opinion Quarterly, 34:573-581, 1970^71. 

A comprehensive review of popular magazine articles 
finding a shift in the perceived factors in alcoholism 
catmu'onandinthcmethodofdcalingwlthalc^holism* 
The' pattern of changes reflects cultural changes in 
popular conceptions of man's nature which go far be- .7 
yond the problems of alcohol. 

8. Lowe, G., and ZigHn, A.U Social class and the treat- '■; 
mem of alcoholic patients; Quarterly Journal oj Studies 

on Alcohoi<MMl-m, 1973. 

This survey of white mate voluntary first admissions 
{ I96&-69) to an alcoholism rehabilitation facility found 
that selection of In patient care was not related jo social -.-J ^ - 
class and thai there were few sod 
in days of treatment, diagnostic services received; or ; "% K .^ 
attendance ar therapy groups, The differences bet ween 1 1 ^ 
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c v thaie and previom findings in ether location eredii- 
cuiifdiniermiofihcdiffettnCMflmoniiheiretLmtnt 

\: faCilltUl. 

^McClelland, D., Devil, W„ and Wanner, fi. A cron 
cultural itudy ortolNakcontenlenddrinklng.Soc/om. 
itry, 2*308-333 J 966, 

Acompukrcorttlalionoffollt'tilaconltnunddrink- 
ing yielded 14 significant correlttiom. li lnuggeited 
that the piychotogical iteie Involved li not lubsiiience 
anxiety or need for dependence* ti previous authori 
have argued, but a feeling of weakneii In the face of 
heavy demandi which teadi men to dream of magical 
polenoy and seek li by heavy drinking, The degree of 
itructural support supplied by the culture It alio dii- 
cum* in term* of drinking control, 

^ 3 8 § I07 l j973 ICOhdl §nd ,0CjCly, psychUtlric 

AgtnertlarliclediicuiiingthenndingofiheNatlonat 
Com mln ion on Marihuana and Drug Abuse end other 
lurveyi which provide unique Iniighli Into drinking 
pattern! and alcohol problem* Labeling end reiultant 
perceptioni about alcohollim are diicumd, ai are 
wliuw lime drinking, traffic accldenti and alcohol, 
drinking and alcoholiim among youth, and arreit ver- 
iui rehabilitation of public drunkennen offender!, 

Sociocuiturai Factor* 
Facilities 

I Addiction Reteirch Foundation 
33 Ruiiell Street 

Toronto, Ontario, Canada M5S2S I 

Robert E Popham, M,A*, Dltector of Reiaarch 
416-595-61*4 

2. Brown University 
Department of Anthropology 
79 Waterman street 
Providence* JU. 02912 

Dwlght Healh, ph.D, 
40I-S63-325I 

3. Oeorge Waihlngton University 
Department of Sociology 
Washington, D*C 20037 

Ira KiCiiin, Ph.D,, Profenor 
202-33 1-8706 

eVRutgeri Univenity 
Center for Alcohol Studlei 
Department of Sociology 
New ftruniwtok, N ( J, OS 901 

Seideri Bacon, Ph.a, Professor of Sociology 
20K32-2I90 

5; Southern Illinois Unlvirtily 
Department of Sociology 
arbondale, III, 62901 

Cheilei R« Snyder* Ph.D*, Profenor 
6If-453-2494 

6 V University of California, Berkeley 

Soolal Reiearch Group 
v l9l2 Bonita 
: Berkeley Califs 94704 



Don Catalan. Ph.D. 
4I5-54M2W 

7. Univenity of CalETornift at Santa Barbara 
Department of Anthropology 
Santa Barbara, Calif. 93 106 

William Madsen, Ph.D. 

%t University of Colorado 
Department of Psychology 
1200 University Avenue 
Boulder, Colo. 80302 

Richard Jessor, Ph.D. 
303-492-0111 

9. University of Pittsburgh 
Department of Pharmacology 
School of Pharmacy 
IIOoSalkHall 
Pittsburgh. Pa. 15261 

Herbert Barry III. Ph.D.. Professor 
412-624-3274 

10. Washington University 

Departments of psychiatry and Sociology 
St. Louis, Mo, 63130 

David PiUiiun»Ph.D.,Director,Socia]SeteficeIiiititute 
314-863-0100 

Sociocuiturai Factor* 
Teaching AJdf 

1. Alcohol 

Film, 1971, 29 minutes, colon sound, 16 mm, Producer 

USSRS. Title No. 125101. _ > 

An alcoholic and former bank vice president, describe* his 

experknceonskidroWaiidhowhefoundanm 

the Utah rehabilitation program From the*To Live Again* 

series. 

Ordering Section Rental $12.50 v 

National Audiovisual Center 

Washington, DC 20409 Sate$t75 

202*763-7420 

2. Ihi Akohottc Within Vs 

Film* 1973, 23 minutes, color, sound* 16 mni 
Presenu the premise that emotional problem! cause excess 
drinking by portraying emotions as individuals who talk to 
one another* The origin and ontogeny of alcoholiim iTthus 



International Tefe-FUms Enterprises Rental: S25 
47 Densky Avenue 

Toronto, Ontario M6M 2W Sale; $345 
416-241-4483 

3, On You Take It? 
Film, i2W minutes, color* sound. 
R, Gordon Bell, M t D.» noted lecturer on suldi^ons, dis* 
cutset tolerance in alcohol and how it can vary from person 
lo person. Dr. Bell points out the physical, menial, and social "■■ 
efTects of too much alcohol on people whose Chemistry is 
such that they "cant take it*^ ? ; ■ 

Rtntot T ' ' - u '"VT-. 

AisociatiothSterting Films Rental; No fee 

866 Third Avenue 
New Vork>N.V. 10022 

212*935*4210 ^^''V 
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American Allocation Apiiui 

Addiction Sak; $125 

1223 Weil Market Street 
AkrOntQhlo 44313 

4* Dayt o/, Wine and Roses 

FUm* bbck and white, sound, 

A dramatization of alcoholism, ihowing the etiology end 
: triaimem aspects* 

Audio* Brand on Rental; $55 

34 Mioquettem Purkwiy 

Mourn Vernon, N,Y. 10550 Sale: not iveilabk 
9I4H664-505I 

5, Edna; The Inebriate Woman 

FUni, ,1971,88 nijnutei t color, sound, 16 mm* 
A realistic portrayal of an indigent** lifestyk, A mttdk-aged 
woman is ihown tacking ihdter, in contact with govern- 
mental and private enterprises, In the street and ina peyehi* 
atzk hospital. 

Bi-CFilmSalei Rental: $100 

135 Maitland Street 
■r ; Toronto, Ontario M4Y 1E5 Sak; $585 
416-925-3891, Telex 06-23577 



6* The fUet Step 
*%n, 1975, 2?M minutes, sounds color, 16 mm. 
A realistic drama of a family troubled by alcoholism, The 
various Uniions an d alliances within the family are explored, 
Pirtici^y wefui to parent-tcenafe group* ind counselors* 
Motivjeion Ltd. Rental: $25 for pre- 

21 West 46th Street view,deduetlblefrom 
New York; N.Y. 10036 purchase price, 

212-757*970 Sale: S395 (25 percent 

discount for nonprofit 
orpnization) 



1* For Those Who Drink 

W Film, 37 minutes* black and white, sound, 

Ex^ive^feure film featuring R. Ooidon Bell, M.D, 
U ling blackboard diagram*. Dr. Bell deal* with the physical, 
piyeftolbfioaJt'and coclaJ aspect* of alcohol addiction. 

, Especially designed for professional wo/ken, doctors etc., 
when aocom ptnled by lectures toakohollcs under treatment 
in a grpup jetting, 
VnfadSmesi 

. L. L, Cromien 4 Co, Rental: $15 1 to3dayt 

49 Wett 46th Street $3 each additional day 

New York, N,Y. 10036 
212-582-7873 



Canada: 

L> L. Cromlen A Co, Sale: 1225 

5 Bcacham Crescent 
Aglncourt, OnUrio 
416-491-4575 

8. Sarah T— "Portrait of A Teenage Alcoholic : 
Film, 1974 t 100 minute), color, ibund, 

A realistk depiction of a teenager becoming an alcoholic and 
coming to recognize her alcoholism, SUtiitici quoted are 
alarming but questionable. 

Universal Studloi 

100 Universal City Plaza 

Universal City, Calif. 91608 

213-985-4321 

9. (The) ^Secret Love of 'Sandra Bfain 
Film, 28 mjnutee, colon tound. 

Dramatically portrays the itep-by-step progression into alco- 
holism of a wife and mother* Shows how ignorance of the 
lymptomi of the disease allows her todecelve her friends, her 
family* her physician, and herself, until disaster forces her 
to seek help, 
Loan Information 
Stanley R. Steenbock, Director 
County of Lot Angeles Information Services 
500 West Tempk Street 
Los Angeles, Calif, 90012 
213-625-3611, extension64l67 
Sate 

Hollywood Rim Erne rprisesi Inc. Sak: SI 50 
6060 Sunset Boulevard 
Los Angeles, Calif, 
213-464-2181 

10. (A) Ttmtfbr Decision . . . 

Film, 1968, 29 minutes, color, lound. 
This documentary, produced for the Los An gilei County 
Commission on Alcoholism, focuses on one familya search 
for help, This search ieadi the wife to vbli an aicohoUim in- 
formation canter where ihe leans to recognize the symptoms 
ofaJcohoUsmandtoaooepthethusfe^ 
learns motivational techniques and varieties of treatment 
available, finally realizing that they can And guidance, even 
though tru alcoholic may continue to drink, 
Loan Information 
SUntey K. Steenbock, Director 
County of Los Angeles Information Services 
500 West Tempk Street 
Los Angekl, Calif, 90012 
2t3-625-36M,ex?enilon64l67 
Hollywood Film Enterprises, Jnc Sale: SI 50 
6060 Sunset Boulevard 
Hollywood, Calif. 90028 
213-464-2181 
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| 6. Substance Abuse Attitudes: Their Role 
| £ and Assessment in Medical Education 
I and Treatment 

II: ..; . 

|i JohnN. Chappel, M.D. 
: Ronald S. Kmg» PhJD. 



One of the early challenges facing the career teach en 
^ v ^ the sitting of priorities in educating medical stu- 
j p denti about jdcchal and drug abuse* There was strong 
hf-- agreement that attitudes were more important than 
^?^knwtedge^ Maiiy of the career teachers had had re- 
" ; pMjted "exRffisnpbs with physicians whose knowledge 
If " ™\4*C|™!! orkhp were certainly intelligent enough 
|T tS'ac^re" tfie jtecttiiury knowledge, but whose atti* 
fv tudes were so negative that they refused to treat alcohol* 
%^ ics or drug addicts, ■ ■ 

;D«pfU^prqWmento made in many other areas of 
f^jf; ^ given alcohol- and drug- 

| ^^^^^^ tiu often been fragmented, set apart 
K^from the -h^th eaw delive^ aystenw and/or of low 
P^QU^ situation 
hayeb^'M^ti^attituda held by physicians toward 
}tX "jtufi^ and pessimism about 

^ v &e7ctf^wn«s of treatment for such patients* 

2r : : Q^f^( 1) reported that physicians in a teaching hospi- 
F/r tal a voided the «rly diagnosis ofalcohollsmand tended 
h : " to^vait until the patients fit a derelict stereotype. 
S ^ FiWeland associates (2) surveyed the literature and 
M " remarked on "the negative quality of physicians' 
f^^ttitudel| toward; alcoholics and the detrimental 
^^^jffects theib7eellngs can have on a physician's abll- 
^^&|ty and^ wlUingness to detect and manage the dis* 
|^lfe^|In^ medical training on 

£^^itu3e^waH) alcoholic patients; Fisher and 
PIT ^ "significant increases in negative 



attitudes from first-year medical students through 
house staff ina teaching hospital (2). Even psychiatrists 
and other physicians in specialized addiction treatment 
settings have been shown to have more negative atti- 
tudes toward alcohol-anddrugrdep^ 
than have nonmedical staff (3), Feittinfcm about treat- 
ment has been pervasive* Knox (4) found that; both 
psychiatrists and i^bh qIqsI^U - consldir^d ■ &ittt rtMint 
benefits for alcoholic patients to be very limited and 
were reluctant to participate personally in providing 
treatment, 

Deridingthat attitudes were important in educating 
physicians about alcohol and drugabiise was the easiest 
part of the task, Attitudes are difficult to define and 
even more difficult to teach, Qur goal was to produce" 
physicians who had positive attitude* towanj alcohol- 
and drug-abusing patients and who were able to foftri 
effective treatment relationships with them. We did not 
know exactly what those attitudes were or how to 
measure changes in them, 

Educational attempts have succeeded in transmitting 
content about substance abuse, but they have had little 
success in developing or maintaining positive atti- 
tudes* Reynolds and Bice (5) worked with med ical ; 
interns for 5 months attempting to alter negative 
attitudes toward chronic patients; They confided 
; that "despite efforts tpchahge them, these attitudes 
of the interns appear remarkably stable over the 
period of time studied," 
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W:; Bailey (6) offered a course to social workers with the 
expectatipn that they would develop greater comfort 
; ^ and confidence in working with alcoholic patients, She 
: ; jfound that discussion of various studies during the 
■y couise improved knowledge, but that greater dbcom- 
; fort with patients developed/Reflecting on similar find- 
wi^ interns, residents, and attending physicians, 
f Mendelson and associates (7) concluded with reference 
■ : to continuing education that "educational programs in 
area ^f alcoholism should encompass a range of 
activities which would help physicians evaluate their 

Medical Association Council on Mental Health (8) 

methods which will encourage thetmedicaljstudents to 
pprtput their personal experiences and sutjjective feel* 
• ■■ togs, and attain the goal of professional objectivity." 

This paper describes our attempts to understand the 
P^oWenv to develop a technique for assessing attitudes 
: wWdv ar* relevant to treatment, and to implement 
ediK^tional activities which would develop moie posU 
tive attitudes. 

HISTORICAL SOURCES OF 
NEGATIVE ATTITUDES 

Mytltt and stereotypes permeate the attitudes of both 
; pati«its and physicians* These attitudes interfere with 
r ph^id^-patient involvement on at least three levels, 
First, patients with drug abuse problems are reluctant 
When they do, there is very little 
f revelation bf the full details of their drug abuse, Bake- 
i weU^and Ewing have commented on the number of 
^ physicians^ wives whose undiagnosed illnesses led to 
psychiatric referral and the discovery of drugdepend- 
.en^(9) .Second^physkians, including psychiatrists, 
are ^Hftent to participate personally in the treatment 
of drujg dependence (4). Physicians report that man- 
agement of alcoholics is difficult, time consuming, and 
unrewarding, and that drug-dependent patients arc 
unwilling to participate in treatment orto follow advice 
(10); Finally, hospitals often refuse to admit or treat 
recognized cases of drug dependence. We have had 
former heroin addicts currently receiving methadone 
hydrochloride turned away from hospitals with the 
itotemeni; "We don't treat junkies.* 

Ihewid^ 

jnjB the Civil War led to passage of the Harrison Act 
f^^^ginSliy designed tocontroi thedistribu- 



tionand sale of opiates, this law was later uied tS^- 
close medical treatment facilities arid to jprps^cutei^ 
and imprison physicians who attempted tpjtr^t' ! 
narcotics addicts with opiates. The large ^riso^-^ 
hospitals at Lexington and Fort Worth were buih;^ ^ 
and the treatment of narcotics addiction wai-rerS§l 
moved as a responsibility of physicians in practice.^ i 

In the meantime, medical societies advised phy^cia^ " : 
not to attempt' to treat narcotics addicts. Ttt ^^L,^ 
narcotics in medical schools was often taught in a way * 
that encouraged a phobic response In the young pjty$y ^ 
ctan, The failure of prohibition to control human drt^l^. 
use did not deter the development of medical views ;tfttti& : 
abstinence was the treatment of choice for%ugfe 
dependence. Freedman has described the early l^dpra ^ 
in psychiatry as H ferven^ £ 
nately, this attitude often led to the prohibition of the 
drug-dependent individual as a medical patient when '.S 
s/ he failed to achieve and maintain an abstinent stsUc^ ^S 

ATTITUDINAL INFLUENCE ON > 
PATIENT CARE '- \ \ 

Although little experimental work has been done, thw^&S 
is an increasing amount of descriptive evidence that 
physician attitudes have a wide influence oh alm^t i^^^ 
aspects of patient care, > .^d 

Diagnosis n 5 3 

Diagnosis of drug dependence may be delayed or: ftfi 5 
missed, Chafetz(l) and others have noted that mny 
physicians have a stereotypic picture of the irt^iwl^ W 
dependent patient as a derelict; and th^ rely bfn^ife ^ 
cal symptoms to make their diagnosis. The result is^ 
delay until the condition has reached an adyaricedj®^ 
stage, Reversal of this tendency has been d^on^S ^ 
strated in the Department of General Pricticerf^ ^ 
Manchester University, England (l2)^The^^he/^^ 
use of routine questionnaires with all patients- at i 
risk of alcohol dependence increased the detectibh S 
rate of alcoholism by nine times in I year, ' T-'$j 



Access to Health Care 



SO 



W 

Negative attitudes may exclude chemically 

patients from the health care provision s^ie^e^c^tg^S 

for those with acute medical probjenu; 
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argued strongly for the disease concept of alcohol 
dependence, in part to influence physicians and hospi- 
tals to change admission policies that exclude alcohol- 
ics. Although official policies have changed, the diag- 
nosis of chemical dependence still selectively influences 
admission rates. Mayfield and Fowler( 14) studied 
alcoholics and excessive drinkers referred to a Veterans 
Administration hospital service for treatment Although 
there were few differences between the two ^oups, 17 
percent of the alcoholics were admitted on the first 
assessment bs compared with 34 percent of the exces- 
sive drinkers. The authors comment that "excessive 
drinkers are accepted for treatment as often as moderate 
drinkers, Meanwhile alcoholics areconsidereduninter- 
esting and undatable and are seldom and reluctantly 
accepted for treatment,* 



Referral 

Chafetzet aU 15) studied the effectiveness of refer- 
rals by emergency room residents to an alcoholism 
treatment clinic in the same hospital* They found 
that "the more anxious a doctor's voice was rated to 
be, the more successful the referrals he made." They 
also found a substantial negative correlation between 
an angry tone in the physician's voice and the effec- 
tiveness of his referral* 



Treatment 

The place of treatment chosen for chemically depend- 
ent persons is influenced by physician attitudes. 
Mendelson and his colleagues (2) t studying both 
house officers and attending physicians at Boston 
City Hospital, found a definite relationship be- 
tween authoritarianism and custodial attitudes. 

Physician pessimism about treatment outcome has 
the effect of a self-fulfilling prophecy* Goldstein (16) 
has shown that therapist expectancies about out- 
come have a substantial effect on the results of psy- 
chotherapy* He recommends that patients be as- 
signed to a psychotherapist whose expectancies are 
most favorable for that patient* 

;The patient's expectations also play an important 
role;Mogar et aL{ 17) state that the effectiveness of 
treatment is largely determined by its compatibility 
With the patients 1 beliefs and expectations* They be- 



lieve that the ideal approach to treatment is humanis- 
tic, strongly optimistic, and psychologically oriented* 

Positive attitudes are not easy to maintain, how- 
ever* when a physician encounters a patient in an 
intoxicated state. Frustratingexperiencescombined 
with "failure to effect change ina patient's drinking 
behavior may cause house staff to feel that all al- 
coholic patientsare passive* aimless, and ultimately 
hopeless" {2)* These negative attitudes can then be 
triggered by the smell ofalcohol on a person's breath* 
Sudnow (IS) reports that when a wino is brought 
into the hospital with no respiration or no pulse, he 
is likely to be pronounced dead, with no attempt at 
resusciution,afterastethoscopicexamination shows 
no heartbeat* A child or an apparently well-to-do 
businessman with the same outward signs of death 
is more likely to be the subject of dramatic efforts at 
resuscitation* 

He goes on to state that "the alcoholic patient is 
treated by hospital physicians , . , as one for whom 
the concern to treat can properly operate somewhat 
weakly." Haney (19) believes that the crucial de- 
terminantis the physician's assignment of blame or 
responsibility for the patient's condition* "In gen- 
eral* more perfunctory examination and more apa- 
thetic care are the lot of all patients who, accord- 
ing to public opinion, could have avoided their 
present condition." 

Measurement of Attitudes 

Accepting the importance of attitudes in determin- 
ing the quality of care received by substance abusers 
is only the beginning* How can attitudes be meas- 
ured so we can assess changes in response to educa- 
tional experiences? Various attempts have been 
made. The early efforts of the career teachers in- 
volved the use of semantic differential scales using 
polar opposite adjectives such as good-bad, wise- 
foolish, and safe-dangerous(2,20)< Positive changes 
in response to educational efforts were obtained, 

There were two problems with this method. First* 
student and physician acceptability was not high, 
Many refused to apply these "labels' 1 to generalized 
patient groups sue has alcoholics or heroin addicts, 
Second, although change could be measured in a 
positive or negative direction we had no idea how 
relevant the changes were to patient care. 
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An attempt was then made by career teachers with 
clinical experience to develop attitudinal state- 
ments which they considered functional or dysfunc- 
tional in their influence on good medical care for 
substance abusing patients. Examples of these state- 
ments are shown in table ! (21). 



It may soon become evident that, while these state- 
ments were useful for discussion purposes, they did 
not lend themselves to easy measurement. In addi- 
tion, many of them required a background of expe- 
rience which most medical students and many phy- 
sicians did not have. 



Table 1.— Physician attitudes toward 
patients and treatment 



Dysfunctional 



Functlonat 



Alcohol or drug-depend- 
ent patients are the dregs 
of society. 

Drug or alcohol abuse is 
a social or legal problem, 
not a medical one. 
I have little in common 
with alcoholics or drag 
addicts. 

My only role in treat- 
ment is in managing 
overdose, withdrawal, or 
medical complications. 



Alcoholics or drug ad- 
dicts cannot be treated 
as outpatients. They'll 
"rip off" me and the 
community. 

Giving an alcohol* or 
drug-dependent person 
medication is like treat- 
ing bourbon addiction 
with whisky. 



Howcanlhelp alcohol- 
or drug-dependent pa- 
tients find a more effec- 
tive way to live? 

Alcohol or drug abuse 
represents problems I 
can help treat. 

1 share much human 
experience with addicts, 
even though we may dif- 
fer in our behavior. 

Medical treatment is 
only one of several Im- 
portant supports an 
alcohol- or drug-de- 
pendent patient needs 
during long-term treat- 
ment. 

Long-term outpatient 
treatment in a com- 
munity is necessary if an 
alcoholic or drug addict 
is ever to live normally. 
There is a big difference 
between medicine pre- 
scribed and controlled 
by a physician and alco- 
hol or drugs taken as 
self-medication. 



DEVELOPMENT OF A 
STANDARDIZED SURVEY OF 
ATTITUDES 

The career teachers then developed a large number 
of attitudinal statements pertaining to a wide variety 
of abused drugs including alcohol, usage patterns, 
patients, and treatment approaches. 

An instrument of 153 items was developed. The re- 
sponse options to this questionnaire were a scale 
from 1 to 5 (strongly disagree [i] to strongly agree 

This ST Alt (Standardized Test of Attitudes and 
Knowledge) was administered to 26 career teachers 
in substance abuse at their quarterly meeting in 
Portland, Oreg. Each teacher took the questionnaire 
without any discussion. 

After questionnaire administration, the career teach- 
ers divided into small groups and discussed items 
assigned to them. These groups were free to change 
the content of an item or to rework the wording of 
an item. 

These data were then submitted to a principal axes 
extraction of factors and a varimax rotation of 10 
extracted factors. Of those 10, 5 were meaningful, 
and the remaining 5 appeared to be residual factors 
of specific persons. It is well understood that ex- 
tracting this many factors on so many variables 
versus so few people is a violation of factor analytic 
protocol; however, these data were to be used as a 
way to condense the number of variables into 
meaningful subcategories and certainly not to 
examine detailed structure. 



Paraprofessionals are Para professionals can Data Reduction 



either in competition 
with physicians or so de- 
fensive that the two can 
never work well to- 
gether. 



be of great help working 
with physicians, espe- 
cially in controlling be* 
havior and communicat- 
ing with alcoholics and 
drug addicts. 



After examination of the 5 factors, the total number 
of variables was condensed to 106itemswith2addi- 
tional variables of "basic sciences" versus "clinician" 
trained; and, "presently working with substance 
abusers*' or "not presently working with substance 
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abusers" being added, bringing the total number of 
variables to 108, These questionnaires were then 
mailed to the career teachers, and 42 persons re- 
turned them. The data were again analyzed to extract 
factors in the same way as before. 

Only those items loading at 040 or more on at least 
one factor were retained. The item pool was thus 
reduced to 75, This Instrument was then given to 
cllniciansaround the country who are experienced in 
treating alcohol- and drug-abusing patients. From 
this pool a reference group will be selected who 
have lengthy experience, believe they are successful 
in providing treatment, and enjoy working with 
substance-abusing patients. Analysis of the responses 
of this reference group will be used to further reduce 
the Item pool to SO items and to develop a scoring 
system. 

At that point we should have an instrument which 
can be used to measure attitudes in medical stu- 
dents and physicians In a way which is relevant to 
the attltudinal patterns found in current treatment 
providers, 

EDUCATION FOR 
ATT1TUD1NAL CHANGE 

Courses which have demonstrated an ability to 
alter medical students' attitudes have been developed 
by career teachers. One such course was designed 
with the long-term goals of increasing interest in 
and improving the quality of medical and psychiat- 
ric care delivered to substance*dependent patients 
{20), The immediate objective was to positively in- 
fluence students 1 attitudes to ward substance-abusing 
patients and their treatment, • 

The substance abuse course was taught at the end of 
the block on the CNSin the second half of the sopho- 
more year. It followed instruction in pharmacology 
and had a heavy clinical emphasis. The course was 
designed to involve each student in an experiential 
way with the different aspects of substance abuse. 
Audiovisual aids, clinical problem solving, and 
small group discussion were used in almost every 
part of the course, 

Each student vw.s assigned an Alcoholics Anony- 
mous (AA) sponsor who took him or her to an even- 
ing AA meeting before the field trips, A syllabus and 



book of readings, averaging less than five pages per 
instructional hour, were given to each student. The 
pretests and posttests included questions on content, 
substance use, and attitudes. 

COURSE RESULTS 

A /-test for correlated means indicated that the 
knowledge of the entire class, as measured by the 
50-item pretest and posttest, in creased significantly 
(mean pretest score, 2943; mean posttest score, 
36,22; p < ,01), Analysis of covariance indicated 
that personal experience with either alcohol or 
drugs did not show any effect on knowledge levels 
before the course was given or influence the acquisi- 
tion of knowledge during the course. 

The students as a whole showed a significant de- 
crease in feeling disgusted or upset at encountering 
all five types of substance-abusing pa tients(p<, 05, 
Mests for correlated means). 

On the semantic differential scales measuring atti- 
tudes toward the five groups of substance-abusing 
patients, a /-test for correlated means indicated that 
a significant positive shift took place in the overall 
attitude toward hard-dmg users (p < ,05), 

Attitude changes toward treatment modalities all 
occurred in the direction of increased optimism. 
The only treatment category showing no significant 
change for any substance-abusing category was that 
of self-help groups, e,g„ AA, Synanon.and Weight 
Watchers. These were rated highest in both the pre- 
test and the posttest. Job counseling showed the 
greatest shift in rank ordering and was the only 
modality seen as less important than the physician's 
role in the pretest but more important in the post- 
test. 

The physician's role in treatment, both generally 
and personally, was viewed with greater optimism 
in the posttest for alcohol- and drug-dependent 
patients* In all cases the class as a whole ranked 
their personal roles as more important than other 
physicians' roles in both pretest and posttest The 
rank ordering of treatment modalities, when com- 
bined for all five areas of substance abuse (with the 
exception of job counseling), was the same in the 
pretest and posttest and was as follows: (1 ) self-help 
groups, (2) family involvement, (3) counseling (psy- 
chotherapy), (4) my personal roleasa physic ian,(5) 
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the role of the physician, (6) drug substitute or 
antagonist (chemotherapy), and (7) institutional 
treatment. 

Student evaluations of the substance abuse course 
were highly positive in comparison with (hear evalua- 
tions of other courses they had taken. They also 
rated their medical school experience as having a 
more important role {p < .01, r-test for correlated 
data) in the attitudes expressed on the posttest as 
compared with the pretest. 

The highest rating was given to the visit to an AA 
meetingand the field trips to treatment programs. 
These visits provided direct contact with people in 
helping settings. The second highest ratings were 
givenequallytothesessionson management of over- 
dose and withdrawal and the review session. Both 
of these experiences had a heavy clinical emphasis, 
the first dealing with a series of clinical problems 
the students worked on in small groups, and the 
second providing direct contact with a physician 
who had extensive clinical experience with sub- 
stance-abusing patients. 

Evaluations obtained from the students give some 
clues as to those parts of the course which may have 
been most effective In influencing their attitudes. 
Altrocchiand Eisdorfer(22) reported asimilar pos- 
itive impact of clinical experience on attitudes to- 
ward mental health. In the area of substance abuse, 
the course described in this paper may have repli- 
cated in a medical school setting the experience of 
Mogarandas$ociates{17)> They found that clinical 
experience with alcoholic patients resulted insignif- 
icantly less pessimism in psychiatrists and other 
physicians about the effectiveness of treatment, 

The increased optimism about treatment shown at 
the posttest by our students is quite important in 
potentially influencing theeffectiveness of treatment 
r i by these students in the future. Goldstein's 
(10) recommendation that patients be assigned to 
therapists whose expectations are most favorable 
for the patients is relevant in this context. The 
converse is that many substance -dependent patients 
live up to the negative expectations of the people, 
frequently physicians, who are trying to help them. 
Mogar (17) made the point that "treatment out- 
come with the alcoholic patient is a function of staff 
attitudes, patientauhudes* and, perhaps most impor- 
tantly* the degree of congruence between them." 



CONCLUSION 

The physician isa key person in the treatment of al- 
cohol or drug abusing patients. Whether in private 
practice, serving as a consultant, or working full 
time in a treatment program his/her attitudes will 
be influential In determining the quality of care 
delivered. 

S/he is obviously needed to provide the chemo- 
therapeutic aspects of treatment . Of particular value 
is the physician's clinical judgment when the team 
makes decisions that may involve some element of 
risk for the clinic member* In addition, the physi- 
cian provides important support and education for 
both the nurses and counselors who are often under 
great stress from clinic members. 

Relatively few physicians will choose to become 
directly involved in the treatment of drug depend- 
ence, An equally important role remains for the 
physician in practice. S/he may have the first 
opportunity to make an early diagnosis and refer 
the drug-dependent person for management. Prep- 
aration of the patient, communication of hope* and 
the provision of emotional and ch em o therapeutic 
support may be critical in getting the patient into a 
treatment program. Physicians will continue to be 
called on to manage drug overdoses, severe drug 
withdrawal, and drug-related emergencies, Drug- 
dependent individuals will continue to get pregnant, 
have accidents, and suffer from any of the human 
race s illnesses. 

Changes in attitude are necessary at both physician 
and institutional levels if drug dependence is to be 
adequately treated. Such a change in attitude is 
possible. The history of mental illness showsa gradual 
shift from medieval rejection and punishment to 
increasingly effective treatment which is more and 
more being incorporated Into the mainstream of 
medical care, 

Each of us must be aware of our own attitudes 
before we can change them. The Standardized Test 
of Attitudesand Knowledge can be used to develop 
that awareness. The test, which is presented at the 
end of this chapter, will have many uses in under- 
graduate, postgraduate, and continuing medical 
education. It is our hope that it will contribute in 
a measurable way to improved treatment of sub- 
stance abusing patients. 
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STAN u^RDIZED TEST OF ATTITUDES AND KNOWLEDGE 111 

(STAK) 

Attitudinal Statements 

Instructions; 

Pleau-answer each item by indicating your degree of agreement or disagreement using the folia wing format! 

D d u a A 

Strongly Disagree Uncertain Agree Strongly 

dlttgree ***** 

Please circle only one answer for each item and complete all items. Remember that your answer should reflect your attitude and not 
whether you think the statement is factually correct. 

DduaA I. Alcohol is an effective social relaxant, 
DduaA 2,. Marijuana use leads to mental Bines*, 
DduaA 1 Allheroiniuekadstoaddiction, 
DduaA 4, Alcohol use is all right if it is not excessive, 
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Ddua A 
Strongly Df (agree Uncertain Agrae Strongly 

disagree >gm 

DduaA 5. Alcohol is a food* not adrug. 

D d u a A 6. Stimulant use leads to mental deterioration. 

DduaA 7. Sedatives are more frequently abused drugs than narcotic*. 

D dm A 8. Marijuana should be legalized* 

D d « ■ A 9- People should realize that the caffeine in coffee and beverages is a drug. 

DduaA 10. Usinganyharddrugshortensone'slifespen. 

D d u a A II. Any drug oin be safely uted by a person who is mentally healthy. 

Ddua A 12* Alcohol Is so dangerous that it could destroy the youth of our country if it wasn't com rolled bylaw, 
Ddui A 13, Heroin U so addicting that no one can really recover once i/he becomei an addict. 
DduaA 14. Alcoholism is familial in origin. 

DduaA 15, Almost anyone would turn to drugs if her/her problems were great enough. 
DdtiiA Id, Smokingleadi to madjuina use, which in turn leads to hard drugs* 
DduaA 17. Street pusher* are the Initial source of drugi for young people, 
DduaA 11 Children team about drug use from their parents 1 behavior, 
DduaA 19. Alcoholism is a learned disorder 

DduaA 20. A disproportionately high number of addicts are born to mothers on welfare. 

DduaA 21. Physicians are an important source of drug* for most users. 

DduaA 22, Drug abuse is a character disorder. 

DduaA 23, Being raised in a slum leads to drug abuse. 

DduaA 24. Daily use of one marijuana cigarette j s not necessarily harmful. 

DduaA 25. Clergymen should not drink in public. 

DduaA 26, Physic! ips should not smoke tobacco in public, 

DduaA 27. Tobacco should not be smoked In the rooms where nonsmokers are present. 

DduaA 28. People should only get drunk at home. 

DduaA 29, People who use marijuana usually do not respect authority. 

DduaA 30. People who use psychedelic drugs have emotional problems, 

DduaA 31. A physician who has been addicted to narcotics should not be allowed to practice medicine again. 

D d u a A 32. The taws governing the use of marijuana and heroin should be the same. 

DduaA 33. Weekend users of drugs will progress to drug abuse. 

DduaA 34. Tobacco smoking should be allowed in high schools. 

DduaA 35. Personal use of drugs should be legal in the confines of one's own home. 

Dftua A 56. Ait individual who does not engage in the social use of drugs is a bore. 

DduaA J7. Teachers and other role models for young people should not use Alcohol and other drugs in public. 

DduaA 51. Anybody who Is dean shaved and has short hair probably doesn^t use illegal drugs. 

DduaA 39. Recreational drug use precedes drug abuse. 

DduaA 40. The majority of alcoholics ean recover with treatment. 

DduaA 41. People who dress in hippie-style clothing usually use psychedelic drugs. 

Ddua A" 42, People who use drugs are sexually promiscuous. 

DduaA 43. It is normal for a teenager to experiment with drugs. 

DduaA 44, Marijuana use among teenAgers can be healthy experimentation. 

DduaA 45. Lifelong abstinence is a necessary goal in the treatment of alcoholism. 

D d u a A 46, A hospital is the best place to treat an alcoholic or drug addict. 

DduaA 47, Once a person becomes drug»free through treatment 1/ he can never become a social user. 

DduaA 4a. Alcoholism is associated with a weak will. 

DduaA 49, Drug addiction is a treatable illness. 

DduaA 50, Persons convicted of sale of Illicit drugs should not be eligible for parole. 

DduaA 51. Paraprotein onal counselors can provide effective treatment for alcohol or drug abusers. 

DduaA 52, Methadone isa very useful treatment for heroin addiction, 

DduaA 53. Urine drug screening is an important part of drug abuse treatment. 

DduaA 54. Antabusa Isa very useful treatment of alcoholism. 

DduaA 55h Oroup therapy is very importanrin the treatment of alcoholism or drug addiction. 

DduaA 56. Long-term outpatient treatment is necessary for the treatment of drug addiction. 

DduaA 57, Angry confrontation is neotstary in the treatment of alcoholics or drug addicts, 

DduaA 58, Family involvement isa very important part of the treatment of alcoholism or drug addiction. 

DduaA 59, Alcoholism is a treatable Illness. ♦ 

Ddua A 60i Chronic alcoholics who refuse treatment should be legally committed to long-term treatment. 

Ddua A 6L AA is a very useful treatment for alcoholism. 
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D 

Strongly 
dlMfitf 



d 

DIm free 



u 

Uncertain 



Agree 



A 

Strongly 
agree 



DduaA 62* Mentally healthy doctors will have nothing to do with alcohol- and drug-dependent persons. 
DduaA 63* Physicians who diagnose alcoholism early impnm me chance of treatment success* 
DduaA 64* Moit alcohol- and drug-dependent persons are unpleasant to work with at patients. 
DduaA 65, Thereis probably some hereditary factor that causes people to become addicts. 
DdtttA 66. An alcohol* or drug-dependent person cannot be helped until s/hc has hit "rock bottom." 
DduaA 67. Ad alcohol- or drug-dependent person who has relapsed several times probably cannot be treated. 
DduaA 68. There is an addictive personality, 

DduaA 69, A physician who treats alcohol- or drug-dependent patients will lose many of his/ her other patients, 
DduaA 70, Alcohol and drug abusers should be treated only by specialists in that field, 

DduaA 71, The best way for a physician to treat alcohol- or drug-dependent patients ii to refer that patient to a good treatment 



DduaA 72, Once an alcohol* or drug-dependent patient is abstinent and off all medication, no further contact with a physician 



DduaA 73. Before an alcoholic is able to stop drinking s/bc needs to gain some insight into the reasons for his/her drinking, 
DduaA 74. Parents should teach their children how to use alcohol, 
DduaA 73. Regular heavy drinking is not a problem for those who can hold their liquor. 



program. 



is necessary. 
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7. Evaluation of Knowledge in Substance 
Abuse 



History of the Task Force on Evaluation 



When Dr. John Griffin was appointed a career 
teacher, he already had an active interest in physician 
evaluation. For example, he had contributed a chap- 
ter on the structured oral examination for the vol- 
ume, Evaluation Methods in Psychiatric Education, 
edited by Muslin, Thurnblad, Templeton, and 
McGuire, and published by the American Psychiat- 
ric Association in 1974. Dr. Griffin had also spent 
time in the Research in Medical Education Unit at 
the University of Illinois and had been an active 
rnember of the Written Test Subcommittee of the 
Child Psychiatry Section of the American Board of 
Psychiatry and Neurology. 

As a career teacher, Dr. Griffincamefora period to 
the Baylor Career Teacher Training Center in July 
1974. At that time he indicated that one of his o bjec- 
tives was the drafting of approximately 500 questions 
in the area of drug abuse and alcoholism, and he 
devoted a significant part of his stay at Baylor to this 
effort* using part of his time with each instructor to 
formulate questions on that topic. Dr. Griffin then 
began talking with other career teachers about help-* 
ing him to field test these questions. 

After the career teacher program had been under* 
way for over a year, the National Institute on Drug 
Abuse appointed a task force to look more broadly 
at the entire field of physician education and allied 
health education in the area of substance abuse. 
There was therefore set up a NIDA Task Force on 
Physician and Allied Health Education Objectives, 
which had its preliminary meeting in Rockville* Md. t 
in January 197S, and had its first formal meeting in 
Houston on February 13. 1975. In a series of meet- 
ings, this taskforce adopted a list of eight objectives 



Alex Pokorny, MD. 



in the area of physician education. These were then 
assigned to specific individuals, agencies, or com- 
mittees. Objective III was stated as "Secure Inclu- 
sion on National and Specialty Board Exams of 
Questions on Alcohol and Drug Abuse. "This objec- 
tive was assigned to a task forccchatred by Dr. Griffin* 
and initially Dr. Richard Phillipson and Dr. AJyce 
Gullattee were to assist him. Later a task force was 
created including those three members plus Dr. Alex 
Pokorny, codirector of the Baylor Career Teacher 
Training Center, and career teachers Kenneth Rus- 
sell, Ronald Krug> and Kim Keeley. The task force 
had 12 meetings from 1975 to 1977. 

During the first year, the committee worked almost 
exclusively on the development of a pool of ques- 
lions on substance abuse for use by career teachers. 
Thecommittee started with Dr. Griffin's considerable 
pool of items. Each task force member then submitted 
about 30 additional items which led to an initial pool 
of over 300 items. Individual career teachers who 
were not members of the task force also provided 
some items. During this yttr the committee worked 
on individual itemsduring meetings and also between 
meetings, During this period task force members 
learned a great deal about question-writing tech* 
niques and approaches to evaluation. 

Since one of the original goals was to increase the 
number of questions on drug and alcohol abuse in 
the national board and specialty board examinations! 
the task force set up some discussions with the Na- 
tional Board of Medical Examiners. The eventual 
result of this was that the task force submitted 25 of 
its best questions to the secure-item pool of the na- 
tional board and also set aside 25 other high quality 
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questions for submission t year later to this pool 
Since the mechanism by which the national board 
select* questions involves choices of a series of dis- 
ciplinary test committees, it is not possible to man- 
date or specify how many items willbe asked perdis- 
order or technique. However, the presence of high 
quality Itemsin the pool should facilitate the better 
representation of alcohol and drug abuse in exami- 
nations in the future. 

The task force then selected approximately 201 
items for inclusion in a lengthy examination which 
was field tested with the group of career teachers at 
the Portland, Oreg.* meeting in 1976. 

The Baylor Career Teacher Training Center has 
gradually taken on the role of supporting and coordi- 
nating the examination processing. The plan is that 
the center will offer to grade examinations and also 
receive copies of results of examinations so that this 
further experience with each item can be added to 
the information available on each item in the ques- 
tion pool 

An important new development with respect to this 
task force was the beginning of discussions with the 
National Board of Medical Examiners, initially 
about adding items to their question pool. At this 
time, the national board was making plans for de- 
velopment of a comprehensive qualifying examlna- 
tion» to be given to physicians after or near comple- 
tion of medical school asa requirement to beginning 
graduate medical education (internship or resi- 
dency). It occurred to the representatives of the Na- 
tional Board of Medical Examiners and the NIDA 
task force that this might be an excellent spot forcol- 
laboration, and after several planning discussions 
such an agreement was entered into. The national 
board submitted agrant proposal which was funded 
by NIDA, and the evaluation task force also became 
a research project examination committee or task 
force of the National Board of Medical Examiners 
to develop a proportion of the comprehensive quali- 
fying examination. During the past year this has 
become the principal activity of this evaluation task 
force. Because of the felt need to broaden the expertise 
and competence of this committee, Dr. Kenneth 
Williams, an internist and career teacher from Pitts- 
burgh, and Dr* Sidney Cohen, a pharmacologist 
and an established authority in the field of drug 
abuse, have been added *s members (see listing). 
The work with the National Board of Medical Exa- 



miners has involved a prominent shift to writing of 
patient management problems and of multiple choice 
questions around particular themes and case histories. 



RESEARCH PROJECT 
TEST COMMITTEE 

National Institute on Drug Abuse 
National Board of Medical Examiners 

Chairman, 

John Griffin. M.D, 1 ' 
Associate Prof e*»or of Child Psychiatry 
Department of Ptychiatry 
Emory Univenily School of Medicine 
Atlanta, Ga, 

Sidney Cohan* M.D. 
Adjunct Profeiiof of Psychiatry 
University of C&lifofnia At Los Angeles 
Los Angeles, Calif, 

Atyce Gullaftee* M,D, r 
Associate Pro fell or of Psychiatry 
Department of Psychiatry 
Howard Untaenliy Hoiphal 
Washington, D.C, 

Kim A, Keeley, M.D.M.S.H. 1 
Deputy Commiiiioner for Medical Services 
No. 2 World Trade Center 
67th floor 

State Office of Drug Abuse Services 
New York, N,Y. 

Ronald S. KrugtPh.D. 1 
Professor of Piychialry 

Department of Piychiatry and Behavioral Sciences 
University of Oklahoma Health Sciences Center 
Oklahoma City. Okla. 

Richard V. PhllLlpaon, M.D.' 

Special Asslitant for Scientific and Medical Affair* 

Division of Resource Development 

National tmtituteon Drug Abuse 

RockviUc. Md, 

Alex D. Pokorny* M.D, 1 

Professor Vice-Chair ma n> Department Q ( Piychiatry 
Baylor College of Medicine 
Houston, TeK, 

KennethS. Runell. Bd.D.» 

Assistant Profeiior of Family and Community Medicine 

Assistant Profeiior of Pharmacology 

Director of Addiction Studies 

Department of Pharmacology 

University of Arizona Medical Center 

Tucson , Ariz, 

Kenneth Williams M.D, 

Assistant Profeiior 

Psychiatry and Internal Medicine 

University of Pittsburgh School of Medicine 

Pittsburgh. Pa, 



"Member of ort|i nil NIDA evil u*i ton wk force. 
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Development of a Grid for Examination in Substance Abuse Alex Pokorny, M.D. 



One oft he prime considerations in the development 
of an examination is to make it proportionately 
representative; that is, the number of questions 
asked on a topic should be approximately propor- 
tional to the importance and teaching time allo- 
cated to the topic. If a topic could be subdivided 
along only one dimension, then it would be simple 
to allocate the questions in the same proportion. If 
a topic needs to be divided in two dimensions, then 
one needs to construct a "grid" or two-dimensional 
table with corresponding cells. If there were three 
dimensions which were important to consider, then 
one wo^ld need to construct a three-dimensional 
solid figure, [n our task force, we decided that one 
important dimension would be substances of in- 
terest such as opioids, stimulants, hallucinogens, 
and alcohoL 

It was decided that a second major dimension would 
be subject areas such as psychological aspects, phar- 
macology* clinical diagnosis, treatment and reha- 
bilitation, and prevention. Eventually the committee 
decided to have 10 groupings for each of these 2 
dimensions. These are shown in table 1, with the 
subject areas listed down the left-hand side of the 
page. After some initial experimentation with such 
a grid, it was decided that there was a need for a sub- 
stance column cailed"multl pie drug comparisons/* 
because a great many questions involved two or 
more of the substances and comparisons between 
them. Such questions could not accurately be classi- 
fied in only one column. Similarly, the subject area 
required a category called "miscellaneous and mul- 
tiple subject comparisons" for these same general 
reasons. 

The task force also set up a third dimension, and 
each item was classified into whether it represented 
information, skills, or attitudes. After a meeting or 
two it became clear that virtually all of our original 
questions fell into the information category, and 
therefore this classification was not stressed as 
much later(although some of this same attempt to 
test skills and altitudes reappeared later in classi- 
fications used in the National Board of Medical 
Examiners activity). 

The initial questions submitted by the task force 
turned out to be quite irregularly distributed over 
the two-dimensional grid. Such a lopsided distribu- 



tion is not desirable in an examination. On the 
other hand, it is also undesirable to strive for a 
perfectly even distribution on grounds that some 
categories are simply more important than others. 
For example, questions on alcohol should certainly 
be more frequent than questions on cannabinoids 
or volatiles. Similarly, questions in the areas of phar- 
macology, clinical diagnosis, and treatment should 
be more frequent than historical or legal aspects. 
The question therefore arose: What percentage of 
questions should be asked regarding each cell of the 
grid? Dr&t Griffin and Pokorny therefore arbi- 
trarily chose percentages on an a priori, "expert 
judgment" basis and adopted the percentages shown 
at the tops of the columns of table 1, 

Next, for each substance column separately, they 
decided what percentage of the questions should be 
allocated to each of the 10 subject areas, and these 
final choices, expressed as percentages, are shown 
as the upperfigure of each cell of table 1. These per- 
centages add up to 100 percent in each column. 

When these two sets of percentages Were multiplied* 
it yielded the figures shown at the lower half of 
each cell in table 1 - These lower figures in each cell 
add up to 100 percent counting the entire table, and 
therefore represent what percentage of the total 
examination should be devoted to that eel). As can 
be seen, some of these percentages are quite small, 
less than 1 percent, which makes it obvious that not 
every cell can have a question if an examination is 
of usual length. 

Table 2 brings out how the distributions arrived at 
in table I were translated into a 150-question exami- 
nation. The numbers in the cells are the numbers of 
questions. The reader should see table 1 for the 
names of the categories. 

A general conclusion from this is that there may be 
a need to collapse categories. On the other hand, jt 
is likely that one does not have to ask about every 
topic in every examination, and all that one needs 
to be concerned with is that there is a fairly even 
distribution. 

Furthermore, it may not even be possible to gen- 
erate items for each and every cell, since in some 
instances a combination is logically implausible, or 
not much is known in that area. 
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TABLE I —Arbitrary* a priori allocation of examination to columns &nd alls of thi grid (Gr$in and Pokorny Jen, 13, 1976) 
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Table l*~How distributions arri\edat in table I would translate into a ISO-question examination 
I The numbers in the cells are numbers of questions] 



01234 5*789 Total 



a 3 I 1 I l 2 | 3 2 0 17 

& 20000104018 

c III 11002108 

d 21001102018 

e I 0 0 0 0 I 0 1 I 0 4 

f 6 2 1 12 1 1 7 9 1 31 

g 623 21 J 093 0 29 

fa 623 21 I 193 129 

i 2 1 I 110 0 4 0 0 10 

j 11100002106 



Total 30 II Tl 8 8 8 3 45 22 4 150 



Table Psychological factors in substance abuse 





Knows 

basic 

terms 


under- 
stands 
concept 
and prin* 
ciples 


Applies 
prin- 
ciples 


Drugs as stress coping mechanisms can affect various phases 
of the individual life cycle. 

The concepts of self-medication of emotional behavioral 
pathological symptoms* e,g<, sleep disturbance, depression, 
anxiety states, psychotic disorders, and personality disorders 
through substance abuse. 

Substance abuse as a form of coping and adaptational skill 
development. 

Psych odynamic theories (e,g, t drive and anxiety reduction) 
and the phenomenon of substance abuse. 

The concept of the addictive personality and the controversy 
surrounding it. 

The concept of substance abuse as a symptom of an under- 
lying emotional disorder. 

The concepts of suicide, self-destructive behavior, and sub- 
stance abuse* 

Nonpharmacologic factors (e.g., set, setting, and placebo) as 
contributing to the occurrence of an acute toxic (both positive 
and negative toxicity) drug response. 

The role of denial as a defense mechanism in the substance 
abuser* 
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Guidelines for Question Construction Ronald S. Krug, Ph.D. 



The following commentary is a synopsis of general 
directions for constructing questions on given ma- 
terial over which students will be examined. The 
focus of this discussion will be directed toward ob- 
jective examinations such as multiple choice ques- 
tions,, matching, and multiple true/false items. The 
presentation will be organized around seven steps 
as follows: 

• Organizational focus of item writing 

• Specifications building 

• Initial item writing process 

• Review process for items 

• Field test of items 

• Final editing 

• Analysis of performance 

Organizational Focus of Item Writing 

Before one begins to write questions, the purpose 
for which the items are to be used should be clearly 
specified. That is, are items to be written for certifi- 
cation that the individual is basically competent; 
are items oriented toward some external criterion 
(e,g.» behavioral objectives); arc items to ascertain a 
minimum performance level; or are items to assess 
general mastery of a given content area for a given 
group of students? Any one focus may summarily 
exclude writing items for another purpose* For in- 
stance, if a minimum performance level of each stu- 
dent is to be ascertained , then it is clear that a certain 
percent of a group of items dealing with core issues 
must be answered correctly. However, if one simply 
wishes to ascertain how well a group of students was 
taught given content material* then the itemsshould 
be written to equally represent all subsections of the 
teaching area. 

Specifications Building 

In order to insure the representative nature of items 
to the material presented, a two-dimensional con- 
tent grid should be prepared. The reader is referred 
toanexampleofthe content grid in table3*Thever- 
tlcal items outline the subsections of the material 
presented by content areas* The horizontal items 



represent three general areas: the first being knowl- 
edge of basic terms and concepts; the second, un- 
derstanding the concepts and principles; and third, 
appropriate application of the principles and terms, 
It should be noted that some authors include atti- 
tude assessment as an additional column of the hor- 
izontal dimension; however, attitude assessment is 
a separate area unto itself and f always raises the spe- 
cific problem, "What h the correct attitude? 1 

With regard to the vertical items dealing with con- 
tent the total test content (and therefore items built 
on content) should reinforce why an item is in- 
cluded. That is, do the test items focus on critical 
points that all students should master? Should it be 
mandatory that the student pass the item? Is the 
content and test item less essential to certification or 
minimum performance level? Is the item simply a 
"filler' 1 to bring the total item count to a given 
number? 

Initial Item Writing Process 

There are essentially three basic item types follow- 
ing national boards format which are used for ques- 
tion construction. These are one best answer, multi- 
ple true/false, and matching, While bther formats 
are used {for example, simple true/ false questions), 
these three item types appear to have the best valid- 
ity and reliability over time* 

In general, all questions should have five alterna- 
tives from which the student must select the one 
"best' 1 response. With five good alternatives* the 
probability of getting the correct answer by guessing 
ts reduced to 20 percent (one out of five). 

The one-best-answer type of question sets forth an 
incomplete statement or a question which can be 
answered by one of five alternatives which follow ft, 
Usually in writing instructions for the one best 
answer (particularly in those disciplines where dif- 
ferent approaches or answers may be correct* but 
one action or answer is the best) the Instructions for 
answering those items indicate that perhaps none of 
the five responses are clearly incorrect; however, 
the student's task is to select the one which is most 
correct. 
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^^X^iPUltipJ? true/ fejse fo rmat hastheadvantage of 
tmJ eJ Wm l P in « the Undent's knowledge about multiple 
l^^?^.!?-f«r^^ouW:rihenomenon through the use 
-of one question; Typically there is a question or in- 
f^^cpmpMsemencewhich i isfoilowed by fourpossible 
to^^Mifeb. o, and d), The student must read all 
»^5'P5 n *i s *nd decide which of them are true state- 
^l|^i|n^»hw!lireto|«e.Tlien byusingaparticu- 
,. T {ar code s/he indicates which items s/he cons id- 
r i ,v "'erscorrect;S/he selects the number I if responses a, 
b, and care correct; 2 if a and c arc correct; 3 if b - 
i?^ d ? f e correct; 4 if only d is correct; and 5 if all 
are correct. It should be noted that it is inappropri- 
ate to use the format "all of the following are true 
'n the multiple true/false format because it 
r&* 'mphesa double negative and seriously confuses the 
: ,w student. 

jet 1, .4.. r ^v3£?.£ £v-7'9" " . 

^ - The third format is the matching format. Typically 
fiSI'ntndix list of items (no more than five) is given in 
r. one column and then questions are asked about 
; data_which can be answered by selecting one of the 
.-■ five possible responses. The instructions should 
?KlS read ^"Each of the following items may be used 
'• once, more than once, or not at all"; and, in fact that 



_ 3shou)d be the case. 



^ J^^w J^ocess for Items 

. . After items have been written to cover a given con- 

ili!!^ which 
l^^?^^golabrdeVto^^ insure the hem is a "good" 
_ Htem. - - 



J e H« n the initial item writing and the nrst review 
^^^f&^ e ^ a ti ™« interval should elapse so the 
^*JfjS-!?¥5 distance from the item itself. This 

ffi$'m£int^ 

£:V^onhe item. Secondly, with a time interval, 

^P^VM for one-best-answer types, the item 

. , may. oe rewritten from a complete-statement ques- 

Sl| «n incomplete-statement question, which is 
,„u>^iiy.clearer. 

SM^Si? important after the initial item writ- 
^Mm* colleague can review your items s/he can 
L frequently detect obvious problems in questions 
g^ithwhJchyouareego-ihvestedand havenotseena 

Bw^ 0 ^ A ^ acollea *^ ma y beabletomore 
^geMlyascertain whether meaningful data are being 

^•^Sfe^fe^^wer tp theitem . 
M^or^viajiaspects. Most importantly, a cot- 
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league can frequently help you understand whethe 
you are asking what you intended to ask. ■. 
After the author's review and hopefully a peer re 
view, the items are assembled in one test. The test a: 
a whole needs to be reviewed to ascertain that th( 
stem of one question does not supply the answer to 
another question, likewise it is important that an 
incorrect response to one question does not force 
the student to select an incorrect response on a sub- 
sequent question, 

To circumvent the problem of a student getting an 
answer correct simply because the student knows 
your particular pattern ofplacingthecorrect answer 
in a given position (e.g., correct answer always in 
thea or balternative),a review of the testasa whole 
should determine whether there is a tendency for 
the test writer to select the first alternative as the 
°"£f. re, P° B " m0re fre< I Ue ntly than s/he does 
the fifth. Assigning the position of correct alterna- 
tives by a random number table is good insurance 
against this common tendency. 

If one incorporates matching items into a test and 
thelist of questions which are to be matched with 
thenvemdexitemsislengthy.ithelpstoalphabetize 
the matching list so the student does not waste time 
hunting foraparticular item or losing his/her place 
on the test booklet. 

Perhaps the most important portion of the review 
process for items is to review all items to ascertain 
that the alternatives are plausible. A common error 
that item writers make is to use the alternative "all 
pftheabove/ none of the above." These alternatives 
are appropriate if they are plausible; however, if 
that alternative is simply a filler, then it is better to 
have four plausible alternatives than to insert the 
filler simply to bring the number of choices to a 
total of five. Next, manyitem writers (even experi- 
enced writers) will insert into one of the alternatives 
the words "all," "none,"»always," or "never." Usu- 
ally, if any of these wordsoccur in the stem or in the 
alternatives, the student who is test wise will reject 
that alternative because few things in the world 
always occur or never occur. Another common 
problem in test writing which occurs for all item 

writersisto"unconsciously"makeaverbaIassocia- " 
tion between the stem and correct foil. That verbal 
association may be in terms of the tense of a verb, anW 
identical word.or other keystoassociating between^ r 
the stem and the correct alternative. Lastly, in the -4 
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r? : ^ one should avoid 

i the use of opposite alternative since this really In- 
?J creases the probability that the student can get the 
Sj: response simply by guessing. 

tv^G fa i^at ical bpriisistc ncy: is a mandatory aspect of 
^ifemiwrft^ for a given question 

must be of equal length / Item authors frequently 

either become ego-involved with the correct state- 
t ^enti leading to its being longer or selectively 
• shorter than the Incorrect alternatives. There is also 

tiie s reality 'that truth is more complex than fiction, re- 
^ stilting in correct alternatives frequently being 

longer than other alternatives* The test-wise student 

- knows this particular fault in test-item writers, and 
C if they have no other data on which to base their 
^responses L they can frequently gain scores they 

don't deserve by selecting that alternative which is 
uniquely shorter or longer than the others. Next, 
: : the alternatives must be consistent with the stem* 
^That is, they must all be plurals, the same tense* and 
: parallel forms(e.g., aldoses given in milligrams or 
:: cubic Centimeters)* Further* in terms of consistency, 
^; one should always use the proper names or the 
s common names in the alternatives* but not mix 
them; one should not mix subject material such as 
names, dates, and definitions (in other words use 
-^homogeneous sets); arid one should use the similar 

- wording ih each of the alternatives. Regarding the 
last point* the, test-wise student Jgnows that if, for 

. : ihSta'iice, four- drugs are given by_their trade name, 
but the fifth by the generic name, it is more 

likely that the generic name is the correct response 

■ rat he; than.ahy of the four trade names. The last 

- tie maunder grammatical consistency to which the 

- hem writer must attend is the appearance of nega- 
tives ih-elther the stem or the alternatives. Double 
ne^tives either within an alternative or implied 

^ and an alternative should be 

avoided since negative thinking xs roore complex 
than positive thinking* And as a related point, if in 
tlie stem the terms **_except,^ "none,'* or^nof areto 
be used, it is important to underline and capitalize 
ail of these since most test takers tend to select the 
one best; not the one which is most incorrect* 

Theftnal point under the review process for items is 
S' :to reword items to comply with common rules for 

^b^\pr led ure quotes, the use of facts, not opin- 
^"ions^if iris an^opinion"or controversial label the- 



source); no sweeping generalizations ("In the gen- 
eral case"); no guarded statements (maybe, fre- 
quently); no relative words ("significant," "com- 
monly"); only one Idea per statement since one part 
of the statement may becorrect and the other incor- 
rect; a test for main points and not trivia (particu- 
larly where a single insignificant word is the key to 
the correct answer); the alternatives as short as 
possible; and, most importantly, the removal of all 
irrelevant statementsandwordsfrom the questions* 

Field Test of Items 

After a test has been assembled, it is important to 
have some type ofpeerreview(colleagues t research , 
assistant, student test committee, a previous test- 
ing) to insure that everyone— and particularly the 
experts— agrees on the correct answer. In many 
disciplines in the field of medicine, there is contro- 
versy over what is the most correct procedure, and 
at least a large percentage of experts need to agree 
that a particular alternative is the best answer* 
Next, the directions for the test needto be clear, Do 
not hesitate to make directions as specific as possi- 
ble so as to not leave anything to the student's con- 
jecture. An examination of (hestudent's knowledge 
and skills is not the . appropriate place fqr projective 
testing. A local field test also will circumvent the 
problem of the mlskeying of an item. Nothing is 
more frustrating to students than to spend a great > 
deal oftimeansweringan item and then finding thar 
on their feedback they have missed that item when 
in fact they got it correct Frequently they can intek 
lectually excuse such a mistake; but emotionally 
they are set up to challenge all further tests, Field 
testing also helps to establish the amount of time 
required to complete the examination, Typically 
one should allow between 45 and 90 seconds per 
item. Most test constructors do not wish to make 
their testsa test of speed, but rathera test of knowl- 
edge acquisition and skill. 

Final Editing 

One should review the test in the light of all of the 
above steps to correct difficulties from the peer re* 
view, the local field test* or from previous adminis- 
tration of the examination, Additionally^ in the 
final editing the length of the, test can;be„varle<iif it 
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^ is ^ u *d that more time is necessary tocomplete the 
entire examination than was initially estimated* 

^iuty^s of Performance 

i ^fter the test has been administered to a group of 
*° r ^ firs ^l m ^ i( h important to look at 
r: fqr each iiem to ascertain If it has per- 
^ ? s was predicted or expected. That is, each 

; ^ter^ should be analyzed to 

9 b taih the percent of students who responded to 
^ * lternaii ™ ---Thli assists in examination of 
teaching effectiveness as well as design of your test. 
f s The following are some common distributions of 
item perfpr^rice and possible interpretations. 

¥ ^ M*™* °C examinees select one particular 
altei^tive and 1 percent select another alternative 
:jvith none ^electing the other three, then in fact the 

minimum performance 
: level itern, in that it is something that all students 
^PR?*r to be able to accomplish; however, it is a 
?^ essitei ^to discriminate between student rela- 
°( performance,".. It may be also a very 
-sirnple question that anyone could answer using 
sense.* Check the Item out for possible 
^ give ^ys^iiithepther alternatives/' 

* f *^ P erccnt c ' the students select'one alternative 
* nd 50 perceru le,ect a wcohd alternative, but again 



none of the students select any of the other three/ 
then most likely the two alternatives selected at the 
50-percent rate may represent controversial stances 
on the item, or something about the item style of 
writing may have confused students, ; i:> 

If 25 percent selected the correct answer arid 75 
percent selected another alternative with none 
selecting the other three, then probably either a 
teaching failure has occurred or perhaps there was 
incorrect keying of the item, Reevaluate the item 
before using it again. 

If the distribution is: 55 percent of the students get 
the correct answer, 25 percent get a second alterna- 
tive, 15 percent get another alternative, 3 percent 
get another alternative, and 2 percent get the last 
alternative, this and similar items, if used in a col- 
lective test, will generate a normal distribution in 
the overall performance of a group of students. 
Such item performance allows for maximum dis- 
crimination between differential performance levels 
of the persons taking the examination, 

If all five alternatives are selected by an equal per- 
centage of students (that is, 20 percent, 20 percent, 
20 percent, 20 percent, 20 percent) then obviously 
there is a failure in teaching or Item construction - 
such that students are guessing as to what the cor- 
rect answer is. The item needs either to be deleted or 
rewritten toget around the difficulties being experi- 
enced by the students in responding to the question, 



National Board Project David Smith, M-D, 



The task; force on evaluation of the National Insti- 
tute on Drug Abuse proposed a collaborative proj- 
ect with the National Board of Medical Examiners 
in the fall of 1975. The national board, in response 
M?- "W^grtBSf perceived need for medical graduates 
noidemonstrate their-preparedness to assume re* 



sponsibility for patient care under supervision as 
they enter graduate medical education, had begun 
development of an appropriate comprehensive quil- 
ifyingexaminationjtwas readily recognizable th^ 
th l? ofll ! °0^J^k to develop Ah: evaluative * 
program Tor their area of curricular interest coin- 
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, cided with a significant segment of the program of 
* the national board. The two groups joined their 
tlhtere^s land obtained support from the National 
inftsiitiite-pn -Drug Abuse for a project that began In 
|ttje summer of 1976. 

A-proposed model for a prototype comprehensive 
; qualifying examination had been previously evolved 
fby^ap I "'advisory : committee that had formulated 
objectives and reviewed various studies of compe- 
tency criteria, A compilation of such criteria had 
heeii developed and a concept and strategy for the 
test design proposed. The latter emphasized evalua- 
tion on behavioral roles more than the customary 
emphasis bh knowledge of subject content. 

A prototype examination was envisioned as being 
composed of several modules built around different 
principal problem situations in medical science. 
Quite obviously, the area of drugand alcohol abuse 

^ contains problem situations that are suitable topics 

■■■'for such modules. 

-The task force and the national board decided to 
[develop several su ch test modules in their area of 
particular mutual interest. Each module Is based 
><P^h ^ ^ed ical problem situation concerned with 
-drug or alcohol abuses or both, and contains some 
TW to 180 score points. A test booklet containing 
such a module constitutes an examination of rea- 
sonable jength, about 2 hours, capable of producing 
jVinpSest number of subscores that should be signifi- 
/cantlpr small groups if not for individual students. 
' !jrtiejned ical problem situ have the 

>- farm of a case history, but they can be built around 
othe^f problems in health care delivery, research 
situations, or the laboratory. The problem situation 
. supplies the primary data base for the module; how- 
ever* it ma^ be modified or expanded at various 
points as the module is developed. 

Instead of emphasis on particular subject contents, 
asta^ knowledge-based 
examinations "used in the medical curriculum, the 
eyaiuation sought in these test modules is of six 
roles expected of the young physician as he enters 
graduate medical education* These roles are: 

v:v-~-^Thc':.coUec tion 
-ii^Th^ 

Kvij* Judgment in deciding upon and adopting ap- 
proprUte physician intervention; 




# Judgment and skill in implementing treatment 
by appropriate surgical, counseling, and other; 
techniques; 

# Acceptance of responsibility for health main* 

tenance; and . 

# Professionalattltudesappropriatetoindividual 
and community roles and responsibilities as a 
physician. 

The efficiency with which subscores relevant to 
each of these roles can be developed Is yet to be 
determined. 

The domain of medical competence lo be sampled 
in evaluating the six fundamental roles has been de- 
scribed In three dimensions: underlying concepts 
and vocabulary, medical problems, and competency 
components. 

A graphic representation of this concept of the total ' 
domain to be evaluated is represented in figure 1. 
Underlying concepts are presented in terms of the 
customary basic science subjects. The dimension of 
medical problems is described In categorical terms 
rather than in the usual clinical subject titles, It is 
readily recognized that this list is not totally com- 
prehensiveand is subject to expansion or mbdifica-, 
tjon as individual tests are developed. 

The competency components dimension contains 
titles that resemble those of the performance roles 
for which evaluation is sought, but they differ, 
slightly in theirsubjectjnthattheyaretobeapplied 
to the qualities of an individual test item rather than 
the performance of the examinee in the situation 
into which s/he is being projected. This list is also 
less than fully comprehensive. 

It is proposed that for most events in the data base, 
I.e., a particular observation or measurement, test 
Items can be constructed. that are rooted in an 
underlying concept, are relevant to the medical 
problem of which the observation isa part, and can 
be directed to reveal some aspect of a competency, 
component. It is to be recognized that no one data 
base is expected to be sufficient for complete ex- 
ploration of all possible components of the three 
dimensions of the. domain of medical competence; 
but by the utilization of several data bases and in- 
genuity In recognizing situations within the data 
base, as well as the development of numerous scor- 
ing Items, it isanticipated that siginiflsW^p^s^^ 
be reached. 



67 



ERIC 



... 

M I, ■ .; 



ALCOHOL AND DRUG ABUSE IN MEDICAL EDUCATION 



FIGURE 1 



it 



Mi 




specific examination modules arc constructed 
* b ? ut k medical or social problem concerned with 
drug or alcohol abuse. The features of the problem. 

% a « jf>r^sented as a data base and test items that 
^??syr(? knowledge and problem solving abilities 

^fM j>*^!|j zc d to derive performance scores. Four 
^^?^'* $arc under construction. Each module 
con^u|eiip itself an examination capable of yield- 
in* ijS^ score, Combinations of 

^iMiS* i ^ill yield composite scores and subscores 
related to performance roles. 

" the fi 5_ $t j^ plvc . $ * sit uation based upon acute toxic^ 



?k^J# * nd !«veral drugs, The second 15 



related particularly to heroin abuse and methadone 
management, the third is based on adolescent drug 
abuse with attendant complications in the family 
situation, and the fourth is based upon the hwiqry 
of a person with chronic alcoholism and organic^ 
medical complications. 

Each test begins with a definition of the problem , 
situation, the site and envirohment.ini c 1 which the 
physician examinee is to pr^ect him/ herself, and a 
specific description of the medical facilities avait 
able. This is accompanied by such information as a ^ 
lKVP/"^I??ll^ Q ;Sio?y values a nd £ti&ulesthatl 
more precisely define the background of the central =1 
medical problemdeveloped in the testm^ule/TOs^ 
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b fbllowcd by one or more patient management 
problems derived from the general information of 
the data base. : 

Each patient management problem consists of an 
initial paragraph containing introductory informa- 
tion about ^ c patient and two or more problems* 
each containing a series of scorable options. The 
introduction may be lengthy or brief, depending 
l iupon the evaluation objectivesand usually contains 
at least some initial historical information and 
physical findings. Each problem that follows is 
::' usually Introduced by another short paragraph that 
- may incorporate additional information and par- 
ticularly defines the setting of that problem. Each 
option is a choice for the examinee to make regard" 
ing some form of information to be sought, an 
^ interpretation, or a proposal for action. When an 
examinee chooses one of the options s/he indi- 
cates this by developing an area next to the option 
printed in invisible ink. Additional information re- 
garding the option is thereby given the examinee. 



Following the patient management problems, the 
module contains groups of multiple-choice ques- 
tions. These are arranged in relation to topics or 
events within the general data base or the stem of 
the patient management problem. They are essenti- 
ally knowledge-based items in the customary multi- 
ple-choice formatsand mayexplore rather remotely 
suggested correlates as well as specific concepts 
underlying decisionmaking in the problem situa- 
tion. It is in this area that the opportunity is pre- 
sented to evaluate the examinee's knowledge of 
underlying concepts and basic sciences. 

When the four different tests or modules are all 
available, it is proposed that they might be utilized, 
as pretests and posttests in a given institution and 
could form the basis for some comparative studies 
between programs at different institutions, the per- 
formance of certain groups of studentsor individu- 
als, and student performance in the area of drug 
and alcohol abuse as compared to performance in 
other areas of the medical curriculum. 



Other Projects John B. Griffin, M.D. 
f : Secure Item Pool 

" The work of the task force on evaluation has re- 
sulted in production of a large question pool now 
^ numbering nearly 400 items. These questions have 
^ been divided into two parts. One part constitutes a 
secure item pool The questions in this group have 
Ibeen kept confidential and are made available only 
Kunder restricted conditions which maintain their 
; ■ ; ■ co nfi de'n t iaK t y . At the present time the secure Item 
; pool has been used primarily as a source for yearly 
submission of questions to the National Board of 
; Medical Examiners. These questions are distrib- 
uted to appropriate test committees forconsideratlon 
; and pbs$ibk inclusion in partsl or II of the National 
^rjB^^ for med- 

3ie^studeri^ ofcourse, cannot 



guarantee inclusion of these questions. However, the 
regular submission of carefully constructed ques- 
tions can reasonably be expected over the years to 
result in inclusion of a larger number of substance 
abuse questions than has been the case in the past r 
on the national board examinations. 

Nonsecure Item Pool 

The remainder of the items in the question pool (at 
the present time about half of the items are In- 
cluded in the secure pool and about half are In the 
nonsecure pool) constitutes the nonsecure item 
pool. These questions are used to provide assistance 
to educators In the field of substance abuse in their 
teaching programs. For example, career teachers 
have frequently requested questions which could be 
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- "«rd to test general knowledge of their students. 
> Uems from the nonsecure pool can also be used to 

c r?? tc latest and posttest questions for specific 
€ ?? urs< ^J n discussing the best way to utilize the 
Lnorfsecure items, the evaluation task force finally 
. decided upon the construction of a general release 

- examination. The questions in the nonsecure hem 
5 s ^ oJ a ^ " ot rc 8»rded as confidential because they 

- have been released for use in situations over which 
^ ;thc evaluation task force does not have direct 

- control; 

T General Release Examination 

The first general release examination (GR-77) was 
prepared in the following manner: Two hundred 

-■■^^.P^^^adminisicredtoagroup of 21 career 
A ??? h ? TS in substance abuse. Two nonmedical per- 
sons also took the examination to serve as controls. 
ThuMhecareerteachergroup was used to establish 
.overall vaUdity of theexamination. Anitem analysis 
.was done on the responses of the career teachers 
: and the controls to be certain that there was general 
? ^r?ement about correct answers to the questions 
, and ^Qjspot questions that were overly difficult or 

T^ed to make narrative comments about the ques- 
a ions ^ they completed the examination. These 
^rjiTiments were used to eliminate ambiguity and to 
improve the construction of the test questions 

d Prom the original 200 questions, 150 questions 
wcr ? found to perform satisfactorily. One hundred 
pftheseit^ns were selected to consUtute the general 
releaseexaminationfor 1977. The subject areas and 

: abiisablesubstances covered in the test were plotted 
on the grid discussed earlier to insure adequate 
distribution of items. 

This examination was then released to 30 of the 
career teachers who wished to use it in their pro- 
grams. The career teachers accepted the examiner 
tion with the understanding that they would report 
to the evaluation task force the ways in which the 
questions were used, the scores made by their stu- 



dents on the test questions, and the items which 
were found most useful. The career teachers were 
given the option of using the examination in its" 
entirety orparts of it as they sawfit. In addition, the 
general release examination has been made avail-' 
able to non-career-teacher schools. 

If the responses from the schools utilizing this 
examination indicate sufficient usefulness, con- ' 
sideration will be given to the preparation of such a 
generalreleaseexamination on a regular basis, per- 
haps releasinga new examination annually orevery 
other year. 

Knowledge Portion of STAK 

The remaining 50 items which were found accept- 
able for use after the validation studies described 
above have been submitted to the committee which 
is preparing the Standardized Test of Attitudes and 
Knowledge. This test is described in detail in the 
preceding chapter The 50 items selected will be 
usedfor the knowledge portion, which will exist in a 
Jong form constituting 50 items, and shorter form 
constituting 25 items. The form used will depend " 
upon the amount of time available for administra- ^ 
tion of the Standardized Test of Attitudes and 
Knowledge. 

At this point it appears that the existence of a 
carefully constructed pool of examination items in 
substance abuse has many uses. However; defini- 
tive data concerning the usefulness of these items 
should be available with completion of the national 
board project and responses from schools using the 
general release examination. * 

With the use of the first general release examination 
and the national board project, no obligations have 
been placed upon those using the items except that 
they cooperate in the evaluation procedures. It is 
anticipated, however, thatschoolsutilizingtheitem 
pool in the future will be asked to contribute to the 

item pool each time a general release examination is 
prepared. 
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The evaluation committee hopes to continue the 
..development and refinement of the general item 
pool for questions in substance abuse. Any medical 
educator who would like to contribute t o this devel- 
opment and have access to the resulting pool of— 
questions may do so by contributing five or more 
Original test items to the general item pool. In re- 
turn, the educator's name will be placed on a list 
and he or she will subsequently receive the current 
issue of the general release examination in sub- 
stance abuse. 

The procedure for contributing test items is simply 
. tbsendsuchitemstoJohnB. Griffin, M,D., Direc- 
; tor, Medical Student Training, Woodruff Medical 
Center, Emory University School of Medicine, 
Department of Psychiatry, Atlanta, Ga. 30322. 

Individuals who use items from the general release 

examination will be asked to report the ways, in J 
- vwhicMhey have used the examination and to report 

the responses of their students. If an item analysis of 
Student responsesis available, this should be sent. If 

not, copies of the student answer sheets can be sent 



to Dr. Pokorny and an item analysis can be done- 
Contact: Alex Pokorny, M.D., Program Correc- 
tor, Career Teacher Training Center, Baylor College 
of Medicine, Texas Medical Center, 1200 Mour* 
sund, Houston, Tex. 77025 — r -.^ 

This information will be used to further refine and 
develop the test items. Participation and coopera- 
tion in the further development of the general item 
pool is both welcomed and encouraged by the eval- 
uation committee. 
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On behalf of the membership of the Association for Medical Education and Research in 
Substance Abuse (AMERSA) and the career teacher program* I would like to extend a 
very warm welcome to our Invited guests. It is a pleasure to come together on this occa- 
sion, the National Conference on Medical Education in Alcohol and Drug Abuse. 

We have an important challenge before us. By drawing together on this occasion, we can 
have a major impact on American medical education. Within this room are enough 
medical faculty, if we continue to work together, to move the issue of substance abuse 
into the position of prominence it must have in the education of our physicians. 

I will now make some brief remarks on the history of our group. These are directed in 
particular to the majority of the 200 participants in this conference who are not yet mem- 
bers of our association, and to the majority of our own membership, who have been asso- 
ciated with us foe a relatively short time. 

We began with the Career Teacher Program in Alcohol land Drug Abuse. That program 
was planned collaboratively by a number of leading figures in American substance abuse 
treatment, education, and research. Planning was conducted at the National Institute of 
Mental health; beginning in 1969i where the decision had been made that America 
needed to rethink how it was educating its physicians to deal with the problems of 
addictive disease. 

The separate alcohol and drug Institutes were established shortly thereafter, and the 
career teacher program was undertaken as oneof the first and the largest joint programs 
of the two Institutes, It served as a valuable bridge between the Institutes in the area of 
training* This collaboration assured that efforts would not be duplicated and that the 
thrust of the undertaking would not be muted by overlapping activities. 

The program was similar in structure to a number of others in different medical special' 
ties. Perhaps the one most familiar is the career teacher program in psychiatry, which, 
over the course of a few decades, made an important contribution in establishing psyche 
atric education as part of the basic medical curriculum throughout the United States. 

It was also decided to establish career teaching training centers, and Downstate Medi- 
cal Center an^Baylor Medical College were chosen as the sites. These served as a focus 

Icatiqnal meetings for the career.teachers and others Involved Kthe progjrapvjn fact, 
neither Government career teachers, nor training center personnel 

Iwere entirely clear about where this endeavor would lead. 
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A* it turned out, this served as an interesting lesson in the social psychology of organiza- 
t lons. The young recruits" were a bit dissatisfied with what their "seniors" had set up for 
them. There were unrest and complaints and insistence that the career teachers should 
be able to plan their own program better than would others. At that time and at ensuing 
meet ngs, a steering committee was elected for the career teacher group, The group 
meeting three times a year, began to develop a sense of organization. Given the conflict 
between our goals and the structure of estabjished medical curriculum, we might have 
promoted revolution, instead, we have become somewhat institutionalized, with the 

hopeof constructively Influencing established medical institutions. We began to struggle 
-for the opportunity to establish an organizational base" that would have credibility 

As we meet today,that evolution does.notseemsurprising, but many of us here have met 
before under less auspicious circumstances. I recall well one meeting at Georgetown 
Medical School. We were not surethere was a clear hope for our organized group. After 
other options for support for this national conference gave out at that time, we decided 
to organ ze ourse/ves, to do our own work, to reiy on our own resources, and to depend 
on the alliances that we had developed over time. The Association for Medical Education 
and Research In Substance Abuse— AM ERSA— was now an independent organization. 
There has been an excellent rapport and a shared sense of commitment among members 

« I." L*T P ', u " Certainry ^ 3 pleasure to serve as the fir " President of the 
organization It became possible over this time to go ahead and plan currlculums, 
continuing education programs, examination programs, a national conference, and 
other elaborate and carefully developed work. I think we did things that larger, estab- 
lished organizations had not yet done. 

■Wedeclded to limit membership to the career teachers forthefirst year. Our plan was to 
hold a.national conference which would allow for development of the identity bf the 
organization and to provide a reason why others who share our interests might join. We 
nvited physicians and allied professionals teaching in medical schools. Now, we ask you 
tojo nus,andanticipateapositiveresponse because we've all stood very Isolated inour 
medical centers. On a local level, unfortunately, our colleagues have expressed limited 
Interest in education in substance abuse, i imaginethat many of us have felt this way. Now 
we may join together, ' 
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The late Billy Rose, one of the world's greatest 
showmen, once said, "Never invest your money 
in anything that eats or needs repainting/' Billy 
.never took his own advice, and we have only 
taken half of It In the case of the career teachers 
In alcohol and drug abuse* 

Nonetheless, you have been a very good Invest" 
ment, In the past 5 years that the career teacher 
program has existed, 42 of you have been work- 
ing In our Nation's medical schools/ represent- 
ing a third of these Important Institutions. 

i A^recent- survey based on about: half of these 
'placed indicates that about 18,000 medical 
students/ 4,000 physicians, and 10,000 other 
healtH-rejatedw by 

-.your^ efforts. They, In turn, can be expected to 
give better direct alcohol and drug services to 
large numbers of patients and Indirect service to 
countless more patients through their catalytic 
Influence on other health professionals* 

Before any of you became career teachers, the 
hUmber of curriculum hours devoted to alcohol 
-and drug abuse education averaged a merely 
To^ythataverageapproache 
sixfold Increase. All of this is being achieved at 
an^nhual per placement cost of approximately 
the salary of an assistant professor In a medical 
school 

Vli^want to congratulate you on these aqhieve* 
-merits and on the high quality and Impressive 
3mS^ Of teaching materials you have pro- 
fd^^ iThey are a tribute tQyour abilities and 
;your torn mlt ment. 

lOlur task will be to find ways to get these mate* 
rials Into the hands of others who will make 




good use of them. There Is no doubt in my mind 
that the career teacher program Is working and 
working well. I can testify personally tothe value 
of such programs because, like you, I began my 
interest in alcoholism through a Federal grant 
offered by the National Institute of Mental 
Health; the research career development pro- 
gram* It has turned into a lifelong commitment 
for me. Perhaps you too will find a- lifelong 
commitment, and perhaps one of you.will be at 
this lectern someday. 

I have said you area gbod Investment, My pur* 
pose now Is to suggest how you can become an 
even better investment* Let me begin by quoting 
another Impresario of the entertainment world, 
the i ate Samuel Cpldwyh* He once said/ ••Cod 
makes the star; Cod gives them the tatentj It's up , 
to the producer to recognize that taleht ar>4 
develop It/' When you return to your university " 
and your community, \ want you to be the pro* 
ducers* I want you to recognize the talents in? 
your university and your community and de* 
velop In those talents a sensitivity and Involve- 
ment In the alcohol and drug abuse problems 
we all face* Opportunities for doing this He all 
around* You can offer to give a continuing edu- 
cation course on alcohol and drug abuse for 
yo tfr local medical society* You cancontact your 
public health officer to discuss how you can help 
him to develop a prevention or early Interven- 
tion program in alcohol and drug abuse* Per- 
haps you have an old friend In a nearby medical 
school where little Is being done to provide : 
learning experiences In alcohol and drug abuse* 
Why not contact t hat old fr iend and see Jf you, 
can interesFhim "or her In getting something 
started there. 
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If you are looking for other ideas you have only 
to calJ and chat with the person who serves as 
y«ur State alcoholism or drugabuse authority. A 
regular liaison with that person could generate 
.some powerful ideas. That person has control of 
the purse strings In your State and can help put 
r into action any ideas you have for brlngingaico. 
holand drugconcerns into the mainstream. You 
are a unique Intellectual resource to these au- 
thorities. With similar goals in mind, the two of 
you need to get together. 

Some of you have been doing the very things I 
have been suggesting, and more power to you. 
Others may pick up on these ideas as well and, if 
so, more power to you, too. I know you cannot 
do everything. There are only so many hours In a 
day. It Is much more important that you impart 
your own style and talents to the mission. 

Some of you will influence the field through 
research that attracts the interest and admiration 
of your colleagues. Others of you will become 
good at curriculum development. Still others 
will express their talents by helping to organize 
:thilr community's health care systems. 

• But, whatever you are doing, you will do it evert 
better when you reach out Into new directions. 
I f you are good at research, you become better 
at research for having spent some time In the 
living laboratory of your community. Giving a 
continuing education course for practicing phy- 
sicians may spark some teaching ideas that you 
can put to use with your medical students. 

I think of your work as an effort to shape and 
influence two dimensions of time: the present 
and the future. The program Is embodied in 
your work with our existing health care net. 
work. The future is embodied in ypur work with 
medical students, tomorrow's practitioners. By 
influencing both of these dimensions you dou- 
ble the value of the American people's invest- 
ment in you. Within your universities you have 
been working to extend the awareness of alco- 
hol and drug problems into other departments 
and disciplines: Internal medicine, anesthesiol- 
ogy, cardiology, oncology, gynecology, nursing, 
and social work* Quite a few here are psychia- 
'ristsMsa p$ychiatri$t;l'm proud of that, At the 
same, time we all know that the psychiatrist is not 
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often the first person to see a patient with a 
drinking problem. If we are to reach the large 
mass of people who need help, we have to get 
the primary care practitioners and other special- 
ists involved, too. 

That is why I'm so pleased that a group of you 
have been the moving force in getting questions 
about alcohol and drugs included on the quail, 
fying examination of the National Board of Med- 
ical Examiners. This legitimizes alcohol and drug 
problems In the world of medicine. It puts every 
medical school and medical student on notice 
that the treatment of persons with alcohol and 
drug problems is now an integral part of what an 
aspiring physician must know in order to prac- 
tice medicine. 

I regard the inclusion of these questions on the 
board examination as a landmark step in bring- 
ing alcohol and drug treatment into the main- 
stream of medical practice. And I'm very proud 
Indeed of the career teachers who made it 
happen. 

I am also pleased with the career teachers who 
developed a manual, on alcohol and. drugs for . 
emergency room physicians. It is important that 
these physicians know how to manage detoxifi- 
cation. It is equally important that they learn to 
recognize alcohol and drugs as the cause of 
many an accident, physical abuse, or olher vio- 
lent injury that they treat. Unless patients with 
these Injuries are referred for treatment of their 
alcoholism or drug problem, many will be return- 
ing at a later date with injuries, and some will 
never return, because they will die in some 
future mishap, fire, or crime of violence. 

t am glad to know that some of you have been 
going on grand rounds. That is an excellent , 
opportunity to sensitize ypur colleagues to the 
problems and complications they will encoun- 
ter among patients with alcohol or drug condi- 
tions. 

I am also delighted that the career teachers at 
the Mount Sinai Medical Center in New York 
and aj.Northwes tern University In Chicago have 
been instrumental In establishing occupational 
alcoholism programs at their schools. These, 
programs are hfg hi y cost e f f e ctive. The Roches- 
ter Institute of Technology began a program for .1 
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1$450' lnaslngleyear,51 employees were helped, 
"saving the Institute $363,000. These savings were 
■ achieved in lower employee turnover* fewer 
medical claims and workman's compensation, 
Jess absenteeism, and a drop in life insurance 
death benefits. Offhand, I do not know of any- 
thing that would give your mission more favora- 
ble attention than if you were to promote such a 
cbst:effectlve program at your own university. 

Before I conclude,! want to give you my view of 
what is happening at the National Institute on 
Alcohol Abuse and Alcoholism and In what 
direction we are headed. The most Immediate 
item of Interest is a national plan for combating 
alcoholism that we initially drafted at the Insti- 
tute. It is now circulating a;nong the Nation's 
alcoholism-concerned community for reaction. 
A dominant theme of that plan is what we call 
"Operation Mainstream/' which proposes to 
get alcoholism out of the closet and into the 
limelight of concern and commitment among 
the public, the social and health care fields, the 
health insurance industry, government, and the 
business and industrial communities. Alcoholic 
persons are still stigmatized and neglected. Fam- 
ilies hide them; employers will not give them 
jobs; health insurers do not cover alcoholics; 
courts^consign.them to the drunk tank; and 
hospitals refuse to confront alcoholism as a 
major health problem that needs their attention. 

Also, as you know, many practicing physicians 
simply avoid handling them as patients. We have 
to change all this. Our national plan lists goals 
that vyHI help to bring about this change. We 
believe these goals are within the Nation's reach 
within the next 5 years, and I want to cite them. 

1. We want to see 60 percent coverage of 
health care costs for alcoholism treatment 
by third-party insurance payers. We also 
want to see that at least half the Insured pop- 
. ulation has broadly based coverage for al- 
coholism services. When this goal is reached, 
there will bean economic incentive to treat 
alcoholic persons, rather than the economic 
disincentive there is now. 

2> VVe want to see occupational alcoholism 
, programs expanded to take in half of the 
: ; work force. There are powerful emotional 



and economic reasons why people wij[ ac- 
cept treatment that has been suggested at 
their workplace, and we want to take a d Van- 
_ tage of those reasons. We also kn^thalt 
employed persons accept treatment sooner 
and that early treatment significantly im- 
proves their prospects for rehabilitation. k , 

3. We want to double the Nation's research 
capability in alcoholism and focus on find-. 
Ings that can be directly applied to prevejir 
tion and treatment. We need to understand 
much more about theetiology of alcoholism* 
thesocial factors and trends that affect se*es 
and age groups. We need to develop phar* 
macologic agents useful in treatment We 
need a good mass screening test. Not least of 
all, we need to understand the biological, 
metabolic, and life situation risk factors as* 
sociated with alcoholism. Somewhere down 
the line we want to be where the cardiovas- 
cular field Is now, and be able to help phy- 
sicians and people assess their own risks with 
alcohol use based on age, sex, personal, 
habits, emotions, life role, and the common - 
situation factors they encounter. 

4. We want to reduce the heavy drinking that^ 
characterizes 11 percent of the Nation's 
adult population by bringing jnto treatment 
existing proble t m drinkers and by helping 
others avoid ever reaching this stage. In a 
sense, this fourth goal Is a measure of whaK-; 
ever success we achieve with the first three.: 
One measure of success of this goal is the 
Nation's annual per capita cons urn ptlbnof; 
ethanol. It is now 2J gallons. Heavy drink- 
ers account for a large share of that. One 
survey we commissioned shows that fromlO 
to 15 percent of the adult population drinks 
65 to 80 percent of the beverage alcohol. 

Now I would like to tell you some of the things: 
we are doing and plan to do in order to achieve 
the four goals that I have cited. Seven years ago, 
only a handful of people were working to get 
employers to establish occupational a ko ho ilSig 
programs, Today, Federal funds have put attest 
1 ,125 occupational program consultants towi^ 
and the number of bccu pa t ional prog ri ms; ffast 
incrwsed fr^ 3W to abo^ 
providing grant money to seveTal Stat^iabor 
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organizations so chat they can develop ways to 
establish joint labor-management approaches 
to took into the establishment of mora such 
programs. Once an employee is brought to 
accept treatment through a program, the financ- 
ing mechanism must be in place. Currently we 
face the problem that health insurers do not 
offer broadly based coverage for alcoholism 
services. One reason for this Is that they lack the 
actuarial experience for setting rates. They also 
lack the marketing know-how. That is why the 
National Institute is trying to develop a model 
benefit package for alcoholism services among 
health insurers. 

Prepaid health plans and HMO's need to be 
brought into the alcoholism picture. We have 
funded a project by the Rhode Island Croup 
Health Association which has succeeded In get- 
ting 150 employers to establish occupational 
alcohol programs. They then refer their employ- 
ees to the group's medical facility for treatment. 
Thus far, 750 employees a year are being referred 
for treatment, and 70 percent of them are stay- 
ing abstinent afterward. 

We also want to look into the question of the 
availability of alcohol, for one thing we want to 
look at the alcoholic beverage control laws of 
theStates. When President Roosevelt signed the 
bill repealing prohibition he said: "I ask the 
whole hearted cooperation of all our citizens to 
the end that this return of individual freedom 
shall not be accompanied by the repugnant 
conditions that obtained prior to the adoption 
of the 18th Amendment, and those that have 
existed since its adoption ... I trust in the good 
sense of the American people that they would 
not bring upon themselves the curse of exces- 
sive use of intoxicating liquors to the detriment 
of health, morals, and social Integrity . . . The 
objective wesee through a national policy is the 
education of every citizen toward a greater 
temperance throughout the nation," 

The ABC laws of the States were an effort to 
abide with the Spirit of F.D.R.'s words. No one 
can say what results these laws have achieved. 
Our guess is that the present ABC laws are not 
meeting the purposes for which they were 
intended in any coherent way. We want to study 



these laws and perhaps come up with some 
recommendations for change. 

We also want to look at the price of beverage 
alcohol. It appears to be inexpensive today in 
relation to disposable income. We want to find 
out whether alcohol consumption is related to 
change in price, and if it Is, at what point, among 
which groups in the population, and to what 
purpose. Some people call this approach neopro- 
hibitlonist, whatever that means. One thing I 
can tell you— it does not mean that we are trying 
to bring the Nation around to another experi- 
ment with prohibition. However, we do have to 
recognize that the magnitude of our problems 
with alcohol may well be related to its availabil- 
ity. We would be remiss In our responsibility 
were we to ignore this possibility, 

We are going to look at alcohol both from the 
consumption perspective and from the human 
attitude perspective, and when our studies come 
up with useful findings we are going to tell the 
Nation what those findings are and let the chips 
fall where they may. 

That Is a brief look at what we are doing at the 
National Institute. I wanted to give you the fla- 
vor of our thinking and Some idea of our plans. 
You career teachers figure largely In those plans, 
We view the physician as a central figure in the 
chain we are trying to build through the goals of 
"Operation Mainstream." Only when physicians 
acquire the know-how and accept the commit- 
ment to treat alcoholic persons will we begin 
cutting sizably into the problem. You teachers 
are the key to that. You are few in number, but 
powerful inyour influence. Vou are thecatalysts 
of change and you occupy the high ground of 
the medical school for exerting that change. 
Your students look up to you. That means you 
are influencing tomorrow's medical practice. 
Your associates in medicine respect and listen to 
you in the collegia! spirit of the profession. 
Thr&ugh them you are also Influencing today's 
medical practice. As you Influence both these 
groups you also influence the entire health care 
field and its allied professions. And as physicians 
put alcohol and drug problems into mainstream 
medical practice, they In turn will influence puib* 
lie attitudes as well, 
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Your work is like a pebble cast in a pond. The cation that brought you to this work, and remem 

ripples travel outward in all directions and they ber always that we are depending on you* 

reach distant shores* Your impact is beyond 

measure* Keep up the excellent work you have AUTHOR 

been doing* Do not lose that fine edge of dedl- 

Ernest Noble Is affiliated with the National Insti 
tute on Alcohol Abuse and Alcoholism* 
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Debating the Issues I: 
The Role of the Physician 
in Substance Abuse 
Treatment 

Moderator: Frank Seixas, M*D* 



This conference is like a deja vu phenomenon for me* Nine years ago I convened a 
conference called Professional Training in Alcoholism, The representatives of 30 medical 
schools who arrived were full of hope and ideas and enthusiasm* Fragments of teaching 
on alcoholism could be foi:nd in many courses, but they were not integrated, and the 
medical students themselves felt on graduation they knew little of how to handle an 
alcoholic. 

How excited we were when the career teachers program was established. It meant that 
participating schools would have a designated faculty member around whom instruction 
on alcoholism and drug addiction could center. The first six career teachers were pre- 
sented with copies of the proceedings of Pro/essrona/ Training in Alcoholism, published 
by the New York Academy of Sciences. Subsequent meetings of the NCA National 
Alcoholism Forum have provided a platform for the presentation of pedagogical papers 
by career teachers. Indeed, Dr. Kissinand I independently proposed regular meetings of 
the career teachers with the object of sharing techniques and building an "espirit de 
corps/' It was a pleasure for me to represent NCA in preparing one such meeting 
devoted to alcoholism with the National Institute on Alcohol Abuse and Alcoholism. The 
NCA Journal, A/cohoJ/sm: CWn/ca/ and Experiment a/ Research, contains a regular column, 
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"With the Career Teachers/' which ]oef Solomon writes where we try to keep people 
informed on this group and AMERSA, 

The exercise this morning, "The Role of the Physician in Substance AbuseTreatment," is 
an important one, I think the two sides are clear: Should there be a physician specialist in 
alcoholism and drug abuse? Alternatively, should we concentrate on making every 
physician as able as we can to deal with alcoholic patients in his practice? 

There are subsidiary questions in this debate. Qowereally consider alcoholism and drug 
abuse diseases? Must we consider behavior alone? Should we relegate behavior to the 
position of a symptom reflecting preexisting or induced changes in neuro biological 
functioning? Should the physician remain in the background entirely, merely referring 
to and consulting with lay counselors on demand? 

Unless the debate brings in an unexpected, unassailable argument proving that either 
the education of specialists or the instruction of all physicians is futile* one might hopeto 
remain firmly devoted to both thrusts, We can expect each to be buttressed with new 
incisive arguments. 
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Should All Physicians Be Trained To 
Treat Alcohol and Drug Abuse? 

In Favor: Benjamin Kissin, M.D. 



The position I will take in this discussion has 
been developed more completely in chapter 2, 
volume 5, of The Biology of Alcoholism, which 
Henri Beglelter and I edited. It's called "The 
Medical Management of the Alcoholic Patient." 
The question to be addressed is: Should all phy- 
sicians be trained to treat alcohol and drug 
abuse? 

We speak of substance abuse treatment as 
though it were a single operational phenom- 
enon which it obviously is not. I'd like to divide 
the issue into several categories, first of all, we 
can categorize it into alcoholism and addiction 
to other drugs. Drug addiction, in turn, can be 
divided into opiate addiction a species unto 
itself, and other types of drug dependencies to 
so-called soft drugs and hallucinogens, It's clear 
that the role of the physician in the treatment of 
alcoholism may be different than in the treat- 
ment of other drug addictions, particularly nar- 
cotic addiction. Theveryfact thatnarcoticaddlc- 
tion is Illegal and has very strict legal sanctions 
attached to its treatment immediately makes the 
role of the physician in the treatment of narcotic 
addiction quite different from that in alcoholism. 

Similarly, It's equally important to separatestages 
of acute intoxication and acute withdrawal syn- 
dromes in both alcoholism and drug addiction 
from !ong*term rehabilitation. These withdrawal 
phenomena may take a week, sometimes 2, or 
even as long as 3 weeks to be treated The long- 
term rehabilitation of the alcoholic and the drug 
addict should never be discussed in terms of less 



than years, The role of the physician in the acute 
phases, i.e., in the diagnosis and treatment of 
acuteepisodes of alcoholism and drugaddlctlon, 
is obviously different from his role in the long- 
term rehabilitation of the chronic alcoholic 
or drug-addicted individual. 

All physicians must have some familiarity with at 
least certain aspects of alcoholism and drug ad- 
diction. Every physician, whether a psychiatrist, 
internist, surgeon, ophthalmologist, or obste- 
trician, should know about the dlagnosisand treat- 
ment of the acute withdrawal syndromes In alco- 
holism or drug addiction because Inevitably, at 
some point in his career, he is going to have 
experience with it* If he does not know how to 
recognize it, whether in the pregnant woman or 
an infant in heroin withdrawal, he will not even 
begin to know how to deal with the problem. 

It is perfectly apparent that every physician must 
have a basic knowledge of aicohol and drug de- 
pendence upon which adequate diagnosis can 
be made. The necessity for educating medical 
students In this fundamental aspect is evident 
and, from my point of view, hardly open to argu- 
ment More significant questions are: Who 
should the physician treat and who should he 
not treat; should the average physician, the psy- 
chiatrist, the Internist, the family physician in 
private practice undertake the long-term reha* 
bilitarion of chronic alcoholics and chronic 
drug-dependent individuals? 

As I have indicated, every physician must have 
the ability to diagnose and treat the acute epl* 
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sodes. If, for example, he unsuspectingly delivers 
an infant who goes Into withdrawal, or if he is 
doing surgery and the patient is in withdrawal, in 
addition to calling in a consultant, he should also 
have some concept of the complications of with- 
drawal and of the approach to treating those 
complications. Therefore, it appears to be be- 
yond disputation that every physician should 
know the basic principles of how to recognize 
and treat the acute syndromes in alcoholism and 
drug dependence. 

Concerning the major question of whether phy- 
sicians, particularly the primary practitioners in 
private practice, should undertake the long- 
term rehabilitation of chronic alcoholics and 
chronically drug-addicted patients, I feel that all 
physicians in three categories— internists, family 
physicians, and psychiatrists— should be able 
and willing to undertake such treatment in cer- 
tain kinds of alcoholic and certain kinds of other 
drug-dependent individuals. Certainly not the 
treatment of narcotic addicts. That is legally too 
complicated for physicians to undertake in their 
own offices. But I do believe that for certain 
types of alcoholics, the physician can be a very 
important resource. The 85,000 private phy- 
sicians who fall into these three categories- 
internists, psychiatrists, and family physicians— 
represent one of the greatest and best resources 
for treating alcoholics that we have. Even now, 
while this whole question is in dispute, these 
85,000 physicians in private practice are already 
treating alcoholics, a fact that is not well known. 

Three studies have been done in this area: one 
by Bailey, another by Jones and Helridge, and 
the third by Classcote. Without going into the 
details, they found that the average physician in 
these three categories has under treatment at 
any given time, about three alcoholics. If you 
multiply three times 85,000, you come up with a 
figure of about 260,000, of whom about 75 per- 
cent are in active treatment. So, there are pres- 
ently about 200,000 alcoholics in the United 
States who are being treated by family physicians, 
internists, and psychiatrists. Whether they are 
being treated well or not is another issue, but 
they are being treated. This figure of 200,000 
compares favorably with the total number of 
patients that are being treated in AA. Leach and 



Norris indicate that in the year 1970 there were 
about 200,000 people with alcohol problems in 
the United States actively in AA. That 200,000 
figure comes up again as an estimate of the num- 
ber of patients in all federally funded, State, and 
locally funded alcoholism programs. 

Unquestionablyi there is a certain amount of 
redundancy there and I'm sure that about half 
the patients in the alcoholism programs are also 
in AA. Hence, there are probably about 500,000 
patients who are in active treatment in the 
United States, and physicians constitute a sig- 
nificant portion of those providing treatment* 

What, then, is the history of success of physicians 
treating alcoholics, as opposed to psychiatrists 
and social workers? Interestingly enough, there 
has only been one study that even tries to com- 
pare these three groups on their overall effec- 
tiveness. In that comparison, the internists did 
best, the social workers did next best, and the 
psychiatrists did most poorly. That conclusion 
was reached by Gerard and Saenger in their 
excellent study on outpatient clinics. Apparently, 
in the structured situation of an alcoholism pro- 
gram, medical physicians can be effective pri- 
mary therapists. That may or may not be the case 
in private practice, but certainly they are acting 
as primary therapists there also. 

Under these circumstances, it seems that as lead- 
ers in this field we have a responsibility to teach 
those physicians in private practice how they 
can treat patients most effectively, rf there has 
been any fault in this area, I don't believe the 
fault has been with the private physicians, for 
they have undertaken to treat these patients. I 
think the fault rather has been with us. We have 
never told them what types of patients.they 
ought to work with and what to do with these 
patients. We have never told them how they 
should treat certain patients and how they 
shouldn't attempt to treat others. 

The criteria for diagnosis of alcoholism which 
Frank Seixas' group at the National Council on 
Alcoholism has developed has begun to show 
physicians how to diagnose alcoholism. I think 
we now have to go a step further. Now that they 
know how to diagnose alcoholics, we have to set 
up criteria on how they can differentiate be- 
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tween different types of alcoholics so they may 
learn which alcoholics can be treated success- 
fully in the private office and which alcoholics 
cannot, For example, the family physician or in- 
ternist who tries to treat the patient with severe 
psychopathology is obviously heading for 
trouble, both for himself and the patient. But 
this is only one example. It seems to me that 
there has to be an attempt to set up criteria to 
adequately select and appropriately treat pa- 
tients In private practice. 

We do attempt to do that in ' The Medical Man- 
agement of the Alcoholic Patient/ 1 and we come 
up with some very rough recommendations. The 
family physician and internist can do very well 
with the socially stable patient with relatively 
minor psychopathology, particularly if he knows 
the family well. He knows the husband and wife 
and can talk to them. He can suggest, for exam* 
pie, the use of Antabuse to the husband. If the 
husband is really willing to go along with it, we 
have found that having the husband take the 
Antabuse in the presence of the wife at dinner is 
mutually supportive, 

I treated many such patients as part of a large 
practice in internal medicine. I did not specialize 
in alcoholism per se, but I always had 20 or 30 
patients who did very well with no psychother- 
apy and no social supports other than bringing 
in the families and talking to them for a half 
hour, f never did an actual statistical account, 
but 70 to 80 percent of thepatients did absolutely 
fine. These were socially stable people, very 
much like the group that Griffith Edwards re- 
cently reported on. His paper suggests that they 
might have done just as well if they had not 
come to my office at all, but the point Is that the 
patient who is socially stable, whose alcoholism 
has not yet disrupted his family life or employ-* 
ment, can with relatively minor support from the 
physician, be greatly helped by the family phy- 
sician or internist. On the other hand, the more 
psychiatrically III patient can certainly be treated 
In the office of the psychiatrist. 

In my experience, the patient whose life has 
already been disrupted, whose family is broken 
up, who does not have these external resources, 
and who has lost his job, does not do well under 



the auspices of a family physician but does bet- 
ter in a public program. 

In all of this, I am not for one moment suggesting 
that this become an alternative to AA. Certainly 
AA has been the major source of improvement 
and rehabilitation for alcoholics throughout the 
world. 8ut this type of treatment can be seen as 
an adjunct to AA or If you prefer, AA as an 
adjunct to thisform of treatment. In summary, I 
feel that the family physician, the internist, and 
the psychiatrist can do a great deal in the long- 
term treatment of the alcoholic. 

I also think this is fine for certain types of drug 
addiction. For example, the 16-year-old kid 
who's getting very high on marijuana can often 
be brought to the family physician who can talk 
to him like a Dutch uncle and often get him to 
straighten out. This is particularly true where the 
drug use isn't accompanied by severe psychopa- 
thology. If it is, then the patient should be re- 
ferred to a psychiatrist 

I think that most of us are in pretty close agree- 
ment on this issue and the question appears to 
be not so much should private physicians treat 
alcoholics, but rather, under what circumstances 
and which private physicians. Dr. Pattlson men- 
tions the socioeconomic factors. I think it's 
true that the family physician, internist, or psy- 
chiatrist are all very busy and if they get an alco- 
holic who is socially disrupted and can't pay his 
bills, this turns out to be very frustrating. It's a 
cruel and harsh thing to say but the private phy- 
sician is probably betteroff not treating that type 
of patient, because he is not going to be success- 
ful with that type of patient and it will just lower 
his tolerance for other alcoholic patients. This 
type of patient needs an extended psychosocial 
support system. The private physician does not 
have these resources available, and the alco- 
holism treatment program does. So, for the sake 
of the physician and the patient as well/ the 
physician should not undertake treatment of the 
socially disrupted patient. 

The question of delineating which physician 
should treat what kind of patient with an alco- 
holism or drug problem and under what circum* 
stances is a critical one. Certain physicians relate 
best to certain kinds of patients. 
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Not all physicians are psychologically or socially 
oriented. However, in some cases, c totally bio- 
logically oriented physician can be very effective 
with a field-dependent, externally oriented pa- 
tient. With such a patient, who usually has tre- 
mendous respect for the physician, the physi- 
cian may say. "I find that your liver is down 6 
inches/' This has a great impact on this type of 
person. What I used to do with that type of 
patient was to take a pen and mark a line at the 
liver edge. Each month I showed him how the 
liver was becoming progressively smaller with 
abstinence. 

However, this approach can also be dangerous if 
you have a self-destructive patient who is really 
out to kill himself with alcoholism. To tell a de- 
pressed, self-destructive alcoholic that his heavy 
drinking is killing him, is to say just what he wants to 
hear, So he continues to drink more heavily. When 



you find yourself dealing with that kind of patient, 
the family physician or internist should quickly get 
him to a psychiatrist. The first things to recognize 
are your own limitations, which kinds of patients 
you can do well with, and those for which your 
treatment could be disastrous. 

Finally, Hhink the idea of having physicians treat 
the socially stable patient with an intact family 
may be the most effective means of primary and 
secondary prevention of alcoholism, There we 
can pick up alcoholism in its earliest stages, since 
the private physician is usually the first profes- 
sional to really see the alcoholic By the time pa- 
tients come to alcoholism treatment programs 
they are far along the road. The alcoholic with 
minor problems Is the ideal kind of patient for 
the family physician to treat. The physician can 
contribute in a major way to the early detection 
and eany treatment of the early alcoholic, 



Against: E. Mansell Pattison, M.D. 



Alcoholism is said to be the No, 3 health prob- 
lem in the United States. Alcoholism is well 
known in the medical community, it has been 
well discussed, and most physicians see alcohol- 
ics all the time* It is no great news if you go to any 
medical school and talk with medical students or 
faculty and state that alcoholism is a medical 
problem. They will all agree. We don t have to 
argue the point that alcoholism is a major health 
concern. 

Ardent proponents of the so-called disease con- 
cept of alcoholism propagandize that physicians 
should have a primary role in the treatment of 
alcoholism, on the other hand, skeptics point to 
the traditional disinterest and noninvolvement 
of the medical profession, dysfunctional involve- 
ment, and mismanagement by the medical pro- 
fession as evidence that physicians have a pe- 



ripheral or even a nuisance role. I suggest that 
both extremist positions are untenable, (1) 

In point of fact, physicians have a great deal to 
do with alcoholism. But t hi question is, how are 
they involved? What are they doing with alco- 
holics and what Is the result? The problem we 
face is that physicians do not see people com- 
ing in saying.' 'Dear doctor, cure me of my alco- 
holism." Rather, patients usually present them- 
selves in one of three disguised situations. 

First, they present themselves with complaints of 
comp/fcatfons of alcohol abuse, These include 
hepatic, cardiac, hematologic, and- neurologic 
complaints. These people do not consciously link 
their medical illness with their alcohol use and 
abuse. As a matter of fact, their problem is very 
much like many other patients who have psy- 



88 



CONFERENCE PROCEEDINGS 



chophysiological illnesses in which one has to 
do a job of reinterpretation. We do not train 
physicians adequately, or even at all, how to link 
in the patient's mind the complications they suf- 
fer with the antecedent causes, e,g,, alcohol use. 

The second group presents with the con- 
sequences of alcoholism, such as fractures, head 
trauma* and burns. These patients may recog- 
nize that their medical problems are directly 
tied to their drinking but are not likely to com- 
plain of their alcoholism. 

The third group recognizes their alcoholism and 
may seek medical help for it but disguise their 
situation with a somatic complaint such as insomnia, 
nervousness, and anxiety. These patients will say, 
"Yes, I went to my physician hoping he would catch 
me at it F but 1 tricked him," We have a very nice 
ga me in which physicians learn h w to trick alco- 
holics, and the alcoholics are there trying to 
figure out how to trick their doctor. When the jig 
is up and the trick is exposed, both are deflated 
because it is no fun playing the game anymore 
and no treatment occurs. 

We have to look beyond just the fact that doc- 
tors see alcoholics, for of course they do. They 
may even correctiy identify an alcoholic. It is not 
that doctors are ignorant or do not see what rs in 
front of them. The critical issue is what do they 
do after having made their medical observations. 

In medical school education we often ignore the 
profound impact on young physicians who are 
exposed to stereotyped alcoholics. Medical stu- 
dents say, "Oh, yes, we know about drunks," 
They are referring to those people who are so- 
cially unacceptable, who are disheveled, and 
who show up in the emergency room. We do 
not show them any other people who have al- 
cohol problems. Therefore, their initial and 
often only formal definition of the alcoholic is in 
terms of skid-row stereotypes. This is dysfunc- 
tional because the first exposure is a permanent 
imprint. 

Alcoholics do show up in the caseload of com- 
munity physicians. The Jones and Helrich study 
(2) of 3,376 internists found that only 3 percent 
saw no alcoholics, whereas 16 percent saw over 
20 alcoholics per month. Interestingly, half of 
these alcoholics were women. It is estimated 



that 70 percent of physicians in private practice 
see at least 10 alcoholics a month (3), Dunn and 
Clay (4) state that 10 percent of physician inter- 
nist caseload outpatients are alcoholics. The same 
study indicates that only 40 percent of general 
hospital staff referred alcoholics for treatment. 
Sixty-five percent of the referring staff were 
general physicians; 21 percent, internists. 
Among the nonreferrers, 61 percent were sur- 
geons. So we need to examine the influence of 
specialty practice on the physician's manage- 
ment of the identified alcoholics. 

In an unpublished study, I reviewed the actual 
caseloads of 25 physicians in the community and 
found that identified alcoholics are quite willing 
to accept referral. Among 25 physicians' case- 
loads of alcoholics, the most that any 1 alcoholic 
was seen was for 3 visits, and in no instance was 
any referral for continuing treatment made by 
the physicians (5), 

If we look at hospital statistics, the problem is 
even more amazing. The incidence of hospital- 
ized patients who can be identified as having 
moderate to severe alcoholism ranges from 27 to 
60 percent of general hospital populations, Bar- 
cha et al, (6) found the highest incidence of 
alcoholism is associated with respiratory, cardiac, 
endocrine, and neurologic illness, McCusker et 
al, (7) state that alcoholism was found in 100 
percent of patients with seizures, 67 percent of 
those with respiratory disease, 53 percent with 
liver disease, and 25 percent with cardiovascular 
disease. Eighty percent of individuals with tuber- 
culosis in one study were alcoholics. Among the 
aging, the prevalence of alcoholic symptoms is 
35 per1,000on routine examination, Caitz and Baer 
(8) found 44 alcoholics per 100 in a psychiatric 
screening study. 

Of all alcoholics in the hospital that were identi- 
fied in McCusker's study (7), only 55 percent had 
been diagnosed by the attending physicians at 
admission; at discharge, only 45 percent main- 
tained the diagnosis. Apparently* alcoholics get 
unrJ/agnosec/ very rapidly! A study by Dorsch 
and Taltey (9) showed that of identified alcohol- 
ics in an emergency service, only 16 percent were 
referred for alcoholism treatment, and 20 per- 
cent were hospitalized; thus, 64 percent were 
identified— diagnosed, but received no referral. 
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What happens with outpatient services? The 
lones and Helrich study (2) reported that treat- 
ment g j ven to alcoholics by 90 percent of the 
internists reviewed was the prescription of drugs 
and nothing further; 83 percent of the physi- 
cians in the sample prescribed tranquilizers and 
antipsychotic drugs. The questions raised by 
such treatment include: Is it efficacious? Does it 
reinforcesymptomsf Does it produce mixed ad- 
dictions? Does it ptoduce crossed addictions? 
Does it produce alternate addictions? 

It is obvious that physicians are treating alcohol* 
ics all over the place all the time. The question is 
not how do we teach physicians how to treat 
alcoholics— that is not the problem. The real 
question is to change how physicians are treat- 
ingalcoholics. The issue for education about alco- 
holism In medical school and residencies is how 
to uneducateor disabuse physicians of fallacious 
and perhaps destructive treatment methods as 
well as to educate for appropriate and effica- 
cious management of the alcoholic. 

Medical education and alcohol education as dis- 
cussed here tend to focus primarily on the med- 
ical student. Vet the major socialization of physi- 
cians and the carving out of attitudes, values, 
and patterns of practice occur during the resi- 
dency period, not in medical school. The real 
challenge for us in medical education is how to 
introduce alcohol and drug abuse education 
into the res/dency portion of medical education. 

Medical education is still organ and disease ori- 
ented, whereas alcoholism (not the conse- 
quences or complications of alcoholism) is a per- 
son problem. But medical education is not per- 
son oriented* Most physicians today know how to 
deal with fetal drug syndromes, fetal alcohol 
syndromes, etc., because these are organ prob- 
lems. Alcoholics who enter into the medical sys- 
tem get reasonably decent treatment for their 
organ pathology. They get no treatment for their 
alcoholism! which Is a person problem, any more 
than any other medical patient with a person 
problem In medicine gets good treatment: the 
patientwith chronic back pain, the patient with 
chronic heart trouble, the patientwith chronic 
prostatitis, the patient who has a prosthesis, the 
hemiplegic, the person with a stroke. These are 
chronic syndromes that involve multiple agen- 



cies of care. These are the people who don't get 
good treatment in our system, and thealcoholic 
is not alone in that. Everybody who has chronic 
complicated, multisystem, multimodality sorts 
of medical syndrome problems gets poor treat- 
ment in our medical system. We are fooling our- 
selves if we attempt to solve the problem of 
person-oriented treatment in alcoholism with- 
out regard to the lack of a person-oriented med- 
ical education. 

There are very few models of continuity of care 
that are whole person and family oriented fn 
medical education* I call your attention to 
George Reader's paper (10) in which he reviews 
the failure of comprehensive medical care edu- 
cation in the United States of the last 30 years* 
Reader points out that we know how to educate 
students in comprehensive health care, we know 
how to educatestu dents in total person care, we 
know how to educate medical students in con- 
tinuity care^ except we can't doit unless we have 
a medical delivery system which is comprehen- 
sive, person oriented and continuity oriented, 
Thesedonotexistlnmosl of our medical school 
complexes. 

The system of delivery is critical, We tend to 
ignore the influence of the location of the phy- 
sician and the type of delivery system in which 
he practices, The study by Gerard and Saenger 

(11) shows that internists wereeffective working 
in an alcoholism treatmenf delivery system. The 
Kissln et al. study, "Social and Psychological Fac- 
tors in the Treatment of Chronic Alcoholism," 

(12) showed that in the sample from the alcohol- 
ism delivery system there was a subgroup of 
alcoholics who were positive responders to phy- 
sicians, These people score high on social desira- 
bility; have high, stable ego defenses, are not 
internally oriented, but are externally oriented, 
and they respond well to authority figures. These 
are the people who do respond If you wag your 
finger and say* "Don't you know you're killing 
yourself? Vou,know you are going to die if you 
don't stop drinking," These people will do well 
whether ; n a private system, in the public sys- 
temi or in an alcoholism system. 

What is the problem with the private practi- 
tioner, the8S,00Othat Kissln mentions? We have 
not studied an important sociological parameter 
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of the patient-doctor interaction, because one 
of (he critical factors that influences how the 
private physician acts with the alcoholic is the 
"getting and keeping" syndrome: "How do I get 
patients, and once I have them, how do I keep 
them?" What are the sociological parameters 
that influence how the private physician inter- 
acts in such a way that will not threaten the 
patient/physician relationship? We often teach 
physicians how to interact with patients in ways 
that may arouse patient resentment, patient hos- 
tility, patient suspicion, patient frustration. No 
wonder we then run up against brick walls, be- 
cause we are not really up against just the per- 
sonal attitude of the private physician, but also 
against a sociological, political, and economic 
reality. The economics of keeping patients be- 
comes more important than provision of appro- 
priate treatment. We have not addressed that 
issue. 

Rather than recommend that physicians treat all 
alcoholics or treat no alcoholics, we ought to 
talk about what kind of physicians can treat 
which alcoholics in which contexts. Certain phy- 
sicians who are interested can learn to treat alco- 
holism effectively. Some physicianswill not wish 
to treat alcoholics, but can learn how to refer 
such patients for alcoholism treatment. And a// 
physicians should learn acute management of 
alcoholics presenting with medical syndromes, 

I want to make three additional comments. First, 
I am not sanguine about referral to psychiatrists. 
Just 2 days ago, a friend of mine called up from 
another city and asked, "Will you see an alco- 
holic patient of mine for evaluation?" I said, "I 
can't; I'm here for just a brief visit." "Well, who 
is a good psychiatrist in my city?" In this city of 
about 500,000, it turns out that the 1 psychiatrist 
who is an alcohol expert is not taking any more 
patients. Another psychiatrist is out of town 
every other week and prescribes nothing but 
tranquilizers to all the alcoholics who are re- 
ferred to him. There were no other psychiatrists 
I could identify in that city of 500,000 who would 
accept alcoholics for treatment. Those of us who 
are psychiatrists have some housekeeping to do. 

My second comment is in regard to education. 
Often, the only exposure to alcoholism treat- 
ment that medical students and house staff re- 



ceive is an AA pitch. The problem is that there 
are often people who belong to AA who come 
in and give a very strong ideological anlimedi- 
cine, antitherapeutic, antiestablishment pitch, 
and the medical students are turned off. They 
say /'Well, if that's the treatment for alcoholism, 
fine; let them go treat the drunks; I don't want 
to have a thing to do with it." 

Third, if we're going to talk about referral we 
will have to teach medical students and residents 
how to use community resources. A study by 
Elaine Gumming, (13) entitled Systems of 5ocia/ 
Regulation, describes utilization of community 
health agency resources in the city of Rochester. 
She found that private physicians never used 
public resources or agencies for their private 
patients, even when their patients needed these 
services. In other words, what we have is an en- 
capsulation of the private health delivery system 
and the public health delivery system, and the 
twain do not meet. I find it effective to take 
medical students around to every different type 
of alcoholism agency in the community, to talk 
with the administrators and the treatment per- 
sonnel in order to expose them to the existence 
and function of relevant social agencies (14, 15). 

One final thing about self-attitudes. A favorite 
anecdote relates to the diagnosis of alcoholism. 
A salesman comes in and says, "My wife says I'm 
drinking too much." The doctor asks, "Well, 
how much are you drinking?" and he says, "A 
couple of martinis for lunch and two or three 
after supper." The doctor says, "That's not an 
alcoholism problem, I drink twice as many as 
that myself!" We know that alcoholism isa major 
problem in the medical profession. We know 
that physicians have lots of unexamined atti- 
tudes about their own drinking. A debate is al- 
ways raised with students when they discuss the 
definition of normal and abnormal alcohol use. 
How can we expect physicians, who have not 
looked at their own attitudes, to be able to assist 
the alcoholic client? (16) 

In sum, we have focused our medical educa- 
tional effort primarily on medical students and 
have ignored resident education. We have given 
insufficient attention to the specialty contexts 
within which medical treatment of alcoholics 
occurs. We have focused more on the general 
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aspects of alcoholism and neglected the practi- 
cal issue of physician management. We have 
frequently overlooked education about utiliza- 
tion of community resources. And we need to 
emphasize appropriate definitions of normal 
and abnormal alcohol use. 
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Debating the Issues 2: 
Physicians' Use of Alcohol and 
Drugs: Implications for 
Medical Education 

Moderator; Sidney Cohen, M,D. 



J am not going to make any introductory remarks because I want to give as much time as 
possible to the speakers. We have a fascinating topic: "Has Medical Education Focused 
Too Much on the Adverse Consequences of the Nonmedical Use of Psychoactive 
Agents?" Some of us may say, "What else can we do besides focus on this; this is the 
medical model/' Still, we have to be open to the possibility of alternatives, and we are 
going to hear an alternative presentation. 

I do hope we develop an adversary position between the two contestants. I don't want to 
see blood on the carpet, but anything short of that will be all right. J think that we learn 
best under conditions of stress. 



Has Medical Education Focused 
Too Much on the Adverse Conse- 
quences of the Nonmedical Use 
of Psychoactive Agents? 

In Favor: Norman Zinberg, M.D, 



This is a subject dear to my heart. Potentially, it 
represents ideas which are central to medicine, 
and to what extent medicine should encompass 
a certain amount of social psychology versus a 
"hard, computerized" science, I do not think 
that medicine need be that kind of dichotomy, 
and I think part of the reason that it seems a 
dichotomy is that so often it is presented in very 
extreme ways. 

It seems to me that most physicians really do 
struggle toward some kind of balance. Most of 
my professional life has been devoted to teach- 
ing nonpsychiatric medicine, and it has long 
been my feeling that one must not try to turn a 
good internist or a good surgeon into a bad psy- 
chiatrist. Rather, we should help them to think 
through what would make them good internists, 
e.g., how they could use their knowledge as in- 
ternists to be socially and psychologically aware. 

In no area of medicine is the teaching limited 
solely to illness. We always try to establish a base- 
line when we think about pathology. We know 
the difference between what is "usual," ''nor- 
mative," "moderate/ or whatever word one 
uses, and what really represents the disease. But 
that notion has been avoided in the area of drug 
usage. 

For the doctor to be able to discuss these things 
with a patient one way or another, he must be 



taught about the differences between "normal" 
and "abusive" drug usage. In medical schools, 
we must teach addiction, alcoholism, and toxic 
responses to all kinds of substances. That is abso- 
lutely essential, and f am not suggesting for a 
second that that teaching should be abandoned. 
But in no other area of medicine do we teach 
only the pathology without indicating the base- 
line from which that pathology springs. So I 
would not accept the argument that we do not 
have enough curriculum time to discuss "nor- 
mative" drug usage, I don't think that time is the 
issue; the issue is the point of view from which 
people think about these things. 

As an example, I recently consulted on an early 
version of the new Diagnostic and StafisEicaJ 
Manual (D5M-III) of the American Psychiatric 
Association, It treats alcohol and other drugs 
very differently. For instance, its definition of 
baseline alcohol use was 10 drinks over a 4-hour 
period prpcjuc in g no effect. That is an enormous 
amount of whisky; the definition suggests the 
notion that one must drink a lot of alcohol be- 
fore behavior is labeled as psychiatric illness 
(which is what the diagnostic manual is about). 

The definition for "marijuana abuse" was 
"twice a week for a month/' Cocaine was four 
times in a 3-month period, I tried to explain to 
theauthorsofDSM-lllihata very fair percentage 
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of the populatio, . jld have 'psychiatric dis- 
eases" using thes" • v/in it ions. 

They said that I was concerned with I ho iaho pos- 
itives, with those people w ho would bo labeled 
"ill" who were not ill, while :he authors were 
concerned with the false negatives. They were 
concerned with the psychiatrist who would miss 
drug abuse when it was there. And thev wero 
willing to go too far. so to spejk, in order to 
avoid those false negairveS. 

It has been my experience that with drugs (other 
than alcohol) their concern was absolutely ridic- 
ulous, The physicians of my acquaintance, and 
the people I've taught with, are scared to death 
of drugs: Their tendency to find false positives is 
enormous. The j that physicians would miss 
false negatives in this area Struck me as very 
unusual. If physicians know that a patient uses a 
drug, their tendency to think that the patient 
might be in trouble with this drug is quick and 
sharp and very direct; physicians .j."e terrified of 
drugs! I fee! that rather strongly 

I oppose the notion that there is no normative, 
or relatively normative, drug use. Consider mari- 
juana for example. To Use President Carter's fig- 
ures of August 2r l9?r> 45 million people were 
using marijuana with some regularity in the 
United States. And the further point was made 
:hat most of these people use it very occasion- 
ally—something like once or twice a week. 
Fewer than 1 percent use marijuana daily. So this 
is moderate, relatively controlled u>e. But some 
physicians do not know this, have a lot trouble 
learning this, and have not really taken this into 
account. When they see patients who use this 
drug, they fend to get very frightened about it. 

Recently I looked at medical school courses with 
a panel of teachers. There was nothing but pa- 
thology in any of the curriculum* presented. 
There was nothing that showed a baseline from 
which to differentiate pathological from difficult 
experiences. 

Physicians are faced with paiients who ask them 
questions. Whether physicians like it or not, their 
role as givers of information around drugs and 
medical conditions rsvery important. A lot of pa- 
tients ask their doctors about things that the 
doctors don't know very much about, where the 



information is sparse or filled wiih nullification, 
misconceptions, and $o on. Physicians find it 
verv hard to answer these question* and may 
answer b\ providing □ lot of sc^re material. For 
instance, a recr?nt patient of mine did what I 
would regard a* moderate, controlled drinking, 
but he was concerned about the drinking of one 
of his children. So he saw his doctor. The phy- 
sician showed him pictures of liver cirrhosis and 
esophageal varices. with a very terrifying lecture 
which created a lot of anxiety in the patient. That 
made i> much more difficult for the patient \o 
deal with his teenage child's drinking than if he 
had been talked w r ifh in a more reasonable 
fashion. 

One of the things that I. as a psychiatrist, fry to 
say is that the realty primitive superego is not the 
doctor's friend. To beat people out of things, to 
scare them out of things, to tell them horror 
siones, really doesn't work very well. In psychi- 
atric parlance, the doctor's friend is the ego. 
One may ask of people. ,r WcII how j does this 
behavior work for you? Is it scary or unpleasant ? 
What's your impression of the general pattern 
that you and your friends follow?" One may ask 
of patients* M Do you know anybody who is in 
trouble wifh drugs, and how do people look 
when they are in trouble?" 

Thus, there arc many ways of finding out easily 
from patients, without the investment of a great 
deal of time, whether drug use works for them 
or against them. Quantity is only one of the 
issues, albeit an important One, because social 
patterns differ. What a Madison Avenue adver- 
tising executive is able to manage as "controlled 
use 11 might be very different from that of a Bap- 
tist minister tn a small town in Georgia. 

The physician has to know all of this because it 
gives him the capacity to deal with patients rea- 
sonably, without terrifying them. And this 
knowledge permits the physician to remain Cred- 
ible. For a doctor to talk with people about i rou- 
ble, the doctor must know what trouble really is. 
I have seen physicians lost* credibility in talking 
toyoungpeopleand to their parents. Those phy- 
sicians bring what they've gotten from their 
medical education, which is only addiction, 
severe pathology, alcoholism, and so on, which 
a*eal1 terrifying things. They know no normative 
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base, and they turn pec pie off. Then when they 
have valid warnings to give- they are not listened 
to + Thus- the physician's rerention of credibility 
is crucial, 

Physicians also need the capacity to serve as 
controlling figures. 8y that I mean that prescrip- 
tions describe a reasonable way to use drugs 
under certain conditions. In playing that role, 
physicians have been very important sources of 
control, particularly with psychoactive drugs and 
illicit substances. 

I am very concerned about physicians fosingthe 
capacity to act ai a source of social sanctions, to 
provide reasonable rules, regulations, and ways 
of thinking about things. If thoy lose that capac- 
ity, it will be a tremendous loss not only in their 
relationships with patients, but in the power (and 
t mean this in the best sense of the word) of the 
medical profession to operate as a brake in social 
situations. Control in drug usage is achieved by 
the application of reasonable sanctions. It's not 
achieved by abstinence. 

1 recently got together all the definitions of drug 
abuse that had been promulgated over the years: 
leral, medical, and so on (1- 2) + I want to cite 
three of the medical definitions. American Med- 
ical Association, 1966; "Abuse refers to self- 
administration of these drugs without medical 
Supervision" (3). American Psychiatric Associa- 
tion, 1972: "The term drug abuse [is] to apply to 



the illegal nonmedical use of a limited number 
of substances" Another definition; * + For the 
sake of clarity and at the risk of simplification, 
misuse will be viewed as a nonmedical use of 
psychoactive drugs" (5K Medical students are 
taught that any nonmedical drug use is abuse. 
That is nonsense] Physicians who have been 
taught that have not learned any base of reason- 
able drug-use behavior, nor what behavior can 
be sanctioned. They haven't learned how differ- 
ent populations use different drugs. Physicians 
will have to know more than that. 
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Against: leCiair BisselL MD. 



First off. J was promised that this does not have 
to be a debate so 1 am allowed to agree with Dr. 
Zinberg on some of his points and not get into a 
frght. 

However, Td like to start by making a point, per- 
haps at his expense, and that ts that the title of 



what we were to talk about was "Physicians' Use 
of Alcohol and Drugs: Implications for Medical 
Education/' Interestingi we haven't even men- 
tioned it. 

The next part of it is, has medical education 
focused too much on the adverse effects of 
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drugs? That is what I believe we are supposed Co 
address within the context* perhaps, of our ow n 
use of chemicals* Incidentally, that is one place 
where I do quibble. I do think that alcohol is 
a drug* and \ get very uncomfortable when we 
lalk about drugs and alcohol a* if 'hey are differ- 
ent beasts. To me there are simply legal drugs 
and illegal drugs, or prescribed drugs and self- 
prescribed drugs. 

As teachers facing a group of medical uuden's 
and a* teachers who have made certain deci- 
sions about the use or nonuse of drugs, t think 
we have to ask. "What are we going to do?" 

First, I think we are our brothers' keepers. How 
we play that out> of course, i* open to a lot of 
personal choice. What I owe the medicaf stu- 
dent is as high a level of competence as 1 can 
possibly deliver— that means accurate facts, not 
opinions. 

I'm not going to decide what the individual stu- 
dent ts going to do about his own drug use. He's 
going to decide that, And for a couple of you 
who have been patients at Smit hers and some of 
you who have heard us lecture there, you've 
heard me say Over and Over again eo the patienh 
there, "You're chairman of yourself, you're re- 
sponsible for your own addiction; I'm just *i doc- 
tor; the only thing I can do is tell you the truth as 
best I see it today." 

Drugs have always heen with us, but we're in an 
interesting kind of phase with drugs these days J 
believe that medicine has changed from a con- 
cept of removing the bad from people to putting 
in some type of good. Remember we used to 
bleed and purge people; we used ro make them 
sweat and we put leaches on them, exorcised 
them, and got all those bad things out. 

Instead of taking something out, now the doctor/ 
patient transaction is frequently deemed incom- 
plete unless we give the patient something to fix 
him up, to make him either more energetic or 
less energetic. 

An important area to discuss is physician pre- 
scribing practices for alcoholics. Most physicians 
seem to try to avoid prescribing Antabuse for 
fear of killing someone. By the way, we haven't 
seen any Antabuse/alcoho! reaction causing 



death in manv vears. Bui ,*fVt ft interesting that 
physician* vV j|j prescribe minor tranquilizers or 
soporifics to alcoholics e^en though the death 
rate is infinitely higher? I think this gels roa kind 
of popularity Issue. It you gk t? Antabuse it means 
the patient has 10 *f op drinking; but il \ou give 
Valium. Seconal. Tuinal. or Quaakrde, nothing 
has to change. 

We have a number of pressures to resist, and 
one of these pressures is that it become! increas- 
ingly difficult for any one of us to be unpopular. 
Unfortunately, dealing with medical students as 
well as dealing with addicted patients, we fre- 
quently find ourselves in the position of having 
to %ay "No/' You can't accept buying temporary 
solutions to human problems with chemicals. 
Unfortunately > I didn't stay for the tilm today, 
but my guess is that we saw once again what 
Kates had shown in 1974: Sleeping piil* are effec- 
tive for 2 weeks but no more, and then there are 
problems. 

What about our own attitudes if we're going to 
have to say "no" to a student or ask that student 
to say "no" ro a patient? I think it's pretty self- 
evident that if we cannot say "no" to ourselves 
about drugs our voices are going to have a dif- 
ferent ring when we ask somebodyefsetodoit. I 
just find it hard to ask somebody to do some- 
thing ( cannot do or am not doing, 

I was interested in what Or. Noble said about 
prohibition, h fascinates me that "prohibition" 
has become such a terrible word. Frankly, I think 
the worst thing about prohibition is that it can- 
not possibly work because it cannot be enforced. 
But it interests me that nobody *eerm to get 
upset Over the idea of prohibiting cigarettes. In 
fact, the righteousness of some of my fellow 
ex-smokers absolutely drives me bananas. They 
do not for 1 minute apologize for making life 
miserable for people who still Smoke. Crowding 
them into the backs of airplanes, sealing them 
off in various parts of restaurants— these are the 
kinds of things that the alcoholism community 
would never do in a million years. We are bend- 
ing over backwards to have open bars at the 
meetings of national alcoholism organizations 
for fear that somebody might call us prohibition- 
ists, Fascinating! 
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We are worried about prohibition, but w^ do 
not worry abouf prohibiting eigareue^. W'e are 
worried about prohibition, but we are <>u\\ not 
coming to grips with prohibiting illegal drugs in 
spite of those kids still in jail in New York for 
smoking a few jomts or peddling a few ounces oi 
marijuana. Look at the furor that Dr, Noble ran 
into when he simply said he would like to lower 
per-caplta consumption as a goal for NfAAA. 
Suddenly, people forgot that rates of cirrhosis 
had fallen in Europe when per-capita alcohol 
consumption went down. This might be a good 
thing to do for the health of the Nation. Sud- 
denly there was a great squawk that this was 
"neoprohibitionist." 

We have a kind of de facto prohibition going on 
in New York State. People on welfare or receiv- 
ing SSL if suspected of being alcoholic, are 
forced into treatment: an interesting require- 
ment to put on one segment of the popuiation. 
Why is this not termed "neoprohibitionist 1 "? I 
wonder about some of the oiganizations who 
are being so hypercritical of drinking practices 
and accept a good deal of money from the dis- 
tilted-beverage industry. 

We have all or these rather interesting debates 
going on about should we or should we not set 
up a return to social drinking as the goal for the 
alcoholic. Should we also be trying to get smok- 
ers back to social smoking or to get mainlines 
back to a little Saturday night chippy habit? Why 
is it just boo^e? Wh* 1 not social drug use or 
controlled drug u^e? Is it really that one sub- 
stance is legal and another is not? After all cig- 
arettes are perfectly legal. As a recovered alco- 
holic, sober 24 years* I have been badgered, 1 do 
not know how many times* by people who wore 
determined that I was going to go back to social 
drinking to prove one theory or another, But 
since I stopped Smoking 3 years ago, virtually 
nobody has been pushing me to have two cig- 
arettes after dinner. Why not? I doubt that I am 
going to develop emphysema or come down 
with squamous cell carcinoma on two cigarettes. 
Cigarettes are not even %o\ng to alter my think- 
ing and Judgment.! ought to be able to make an 
intelligent choice about cigarette No. 3 in a way 
that I probably couldn't about drink No- 3, and 
yet there is no such pressure^ What's that alt 
about? I don't have an answer. 



Let's assume tor the sake of argument that a third 
of a\} akohoi;c5. clearly alcoholic, could in fact 
go back to:ociti ! drinking. 1 don t think anybody 
has claimed arching that exorbitant, but let's 
assume thev r^u!d< Suppose one-third of the 
people who bavi had a reaction to penicillin 
could go back to talking penicillin safely. Look at 
the behavior of the physician faced with those 
two situations. The person with the penicillin 
reaction gets extensive skin testing and every 
possible antibiotic is used except penicillin. Fre- 
quently , the same person is recommending con- 
trolled drinking for all alcoholics, It doesn't 
make sens:\ 

What about our medical student*? I think we 
need to tell them they are at extremely high risk, 
We don't know what the actual prevalence of 
alcoholism and drug abuse is in the medical 
population: all we know is. it's pretty high. In 
just sbout every study that's been done, the 
medical student and the doctor are at greater 
risk— at least for the legal drugs, narcotics, minor 
tranquilizers^ et cetera— than the general pub- 
lic. We know that health professionals in general 
are at risk, although in Our studies we had only 2 
percent of dentins addicted to narcotics ss op- 
posed to 18 percent of our physicians, and it 
looks like it's going to come out about 12 per- 
cent on the nurses, Availability does make a 
diff ?rencef 

I think there is a tremendous denial of where we 
are with our own addictions, As soon as we start 
trying to set up sick-doctor committees m our 
Own States or hospitals* we will begin to sense 
this. When we started trying tc do something in 
the State of New York wc discovered that our 
group health insurance policy (sold by the State 
medical society) had no coverage whatsoever for 
alcoholism, 

It was just pointed out to me that the Federal 
health insurance which covers VA hospital em- 
ployees (like other hospital employees) does not 
cover their treatment for alcoholism, in spite of 
the VA system's great current interest m alco- 
holism /the health care industry taken as a whole 
is the largest single industry in the Nation, and 
yet very few programs^ very few hospitals, have 
done anything about providing adequate cov~ 
erage (or their alcoholic employees. 
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Howard we going to do thing* th3t might make a 
slight difference?! would like to mention two or 
three possibilities. One thing t Think we might 
do to alert ourselves to our o\\ n use or chemi- 
cals, and also as a way of getting to people who 
are hard to reach, will be to do something about 
sick-doctor programs within our own hospitals, 
)CAH is now requiring us to attest to the physical 
and mental well-being of each member of the 
medical staff. That means that the buck Is now 
going to slop somewhere. The individual depart- 
ment is going to have to attest to the good health 
and competence of its own staff. This means 
guidelines will have u> K developed in hospitals 
to deal with the imp -ihysician, One thing 
we might try is to ospital privileges for 

sick physicians con ,>aJ on accepting treat- 
ment- This type of approach has worked very 
well in industry where threat of job loss is a great 
motivator to get people into treatment, 

Guidelines are now available from a variety of 
State and county medical societies. The county 
society of New York has a fairly good set which, 
with a little bit of adaptation, can work in most 
situations. Once you have an impaired-physician 
committee together, those doctors on your hos- 
pital staff are going to have to face the fact that 
they are nowgoing to have to deal withsomeof 
their colleagues who are sick with addictive dis- 
eases. That is quite different from taking refuge 
in enzymes. It no longer makes a difference if 
the urinary amylase Is more accurate than serum 
amylase; they are now stuck with the fact that a 
certain doctor drinks too much, and somebody 
is going to have to do something. Teaching phy- 
sicians how to deal with an addiction problem in 
a colleague is a great entree into teaching them 
how to deal with addiction problems with all of 
their patients. 

The best way to teach physicians about addic- 
tion is to start in medical school. However, if you 
get a course into the curriculum, don't expect 
the students to beat down your doors r Of the 
students who sign up for our elective, we dis- 
covered that, with the exception of two, every 
single one of those students had an alcoholic 
parent or an early alcoholism problem, There 
was a hidden agenda in every case except two. f 



think this suggests something: \\v have the sons 
and daughters of alcoholic parenu in our medi- 
cal School cl t mt> and in our nurvmtj schools, I 
personally jeel that this has some influence on 
career choice, if >ou are the nurturing, caretak- 
ing child in an alcoholic home, verv likely you 
will go into a profession where you c^n continue 
this lifestyle I am fairly convinced this is true in 
nursing; wfth medicine nobody has studied it. I 
think the way into the minds of these students is 
to give them what they want to learn, and what 
they want to learn is what are they going to do 
about the old man. or what are they going to do 
about the old lady. 

I learned something a few years ago that I 
think is important but indirectly related to the 
topic. I used to think that if we taught medical 
students about addiction they would carry that 
information with them for the rest of their ca- 
reers. However, this is not the case. After they 
leave medical school they $o through internship 
and residency where they are again students and 
have to follow the examples of their new teach- 
ers. If these new teachers are ignorant of addic- 
tion, then much of what we h*ve taught the 
students will be lost. Tha{ is why I think it is more 
important to teach the practicing physician. He 
is no longer a student and , therefore, can imple- 
ment his teaching without worrying about su- 
periors. He also can pass what has been taught 
him on to his students. When we teach medica 1 
students, we are role models, It is not so much 
what we say* but what we do- 

And that brings me back to the topic. If I can get 
through my life and enjoy it and obviously have 
fun and be productive and have a grand, good 
time without chemicals, then I think I am giving 
that message to the medical students. If I can't 
stand my friends without being half bombed, If I 
can't get through the day without tranquilizers 
and pep pills J don't think it matters a great deal 
what I say to the student. They are pretty astute 
and they have a pretty good idea of who's stoned 
and who isn't. I think a lot of them have a pretty 
good idea of the difference between an occa- 
sional joint now and then, an occasional amphet- 
amine perhaps to cram for an exam and a prob- 
lem of real dependency. 
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I am going to present the results of a survey of 
U.S. medical and osteopathic schools regarding 
their substance abuse curriculurns. There have 
been several previous surveys: (he 1970 confer- 
encesponsored by the National Council on Alco- 
holism and the 1972 Macy Conference dealing 
with substance abuse, which included a consid- 
eration of alcoholism. I commend these two to 
you as excellent discussions of the general issues 
*nvolved. However, these two reports area little 
light on the specifics. We have tried to compare 
our resuits with theirs, and this is hard >o do. 

There was also an important position paper put 
out in 1972 by the AMA Council on Mental 
Health. A survey of drug abuse education in 
pharmacy schools was done in 1972; largely be- 
cause of the availability of that report, we de- 
cided to omit pharmacy schools from the present 
survey. 

The background of this survey Includes the start 
of the career teacher program in 1972. In 1974, a 
task force was set up. largely by NIDA, to recon- 
sider the original objectives of the career teacher 
program, toseeiftherewereother ways in which 
we could approach the same goals. This task 
force chose eight additional activities and one of 
themwastodoasurveyof current teaching. We 
decided to survey schools of medicine, osteop- 
athy, and dentistry; physicians' assistants 
schools; and nurse practitioner schools regard- 
ing their alcoholism and drug abuse curriculurns. 
These seemed to be the drug-handling health 
professions. Pharmacy should have been added, 
but was omitted because of the previously men* 
tfoned recent survey. In the survey we would 



seek to determine the amount of teaching, the 
type, where done, by what methods, et cetera. 

We decided on the following samples: 100 per- 
cent of medical schools and osteopathy schools, 
a 25-pfrrent sample of dental schools, and a 
50-percent sample of PA and generalist nurse 
praaiiioner training programs. The last three 
will not be deah with further; from now on I'm 
going to be talking about the survey of medical 
and osteopathy schools, In ract, the great bulk of 
this report will deal with medical schools; toward 
the end I will comment on the simlfarities and 
differences for osteopathy schools. 

We first developed a questionnaire using largely 
the ideas and issues in the Macy Conference and 
the NCA Conference. We field tested this first 
version by sending it to three Texas medical 
schools (not ours); after these were completed, 
we conferred with the schools, visited them, and 
determined what the problems were, how true 
or false a picture this might give, ex cetera. We 
next refined the survey instrument and sent it to 
thedeanof every medical and osteopniliyschool 
in the USA. We decided tosend it tu u dean of 
each school, to make the procedure comparable, 
even though we had career teachers in many of 
the medical schools who could have handled it 
gracefully. 

We decided not to identify the individual schools 
in our report and just to report totals and aver- 
ages. By contrast, the pharmacy school survey 
did identify individual schools; in fact, they 
printed the individual school replies verbatim in 
their reports. This procedure probably has an in- 
hibiting influence on answers. We used baseline 



1 0 4 



ALCOHOL WO DRU G ABL SE J.N MEDICAL fiDLC*TfQ\ 



data from the AAMC and AM A directories which 
give rich information on schools, particularlv 
the AAMC directory. Substance abu*e is, of 
course, not a separate department or specialty. 
The VAMC directory does not gi^e hours or 
courier rn substance abuse. 

We later site visited schools. This follows a 
procedure used in a recent AAMC curriculum 
study. The site visits were intended to determine 
the accuracy of the school's questionnaire re- 
port. The plan to site visit was also mentioned in 
the Original fetter. We think this may have had 
the effect of making the questionnaires more 
accurate, (oh? ryen the career teacher, did 
most of the site visits. 

We had thought that this sur,ey would be a 
one-$hot things but actually we started out in 
November 1975 and didn't get through until Feb- 
ruary 1977. We got completion r<3tes of up to 90 
percent of medical schools and 100 percent of 
osteopathy schools. When we separated career 
teacher schools from the non-career-teacher 
schools, we were surprised to find that the career 
teacher schools' completion rate was not much 
better than rhat of the non-career-teachers" 
schools. 

For analysis, we decided to group the medical 
schools in several ways: by section of the coun- 
try, public or private ownership {40 private 
schools, 64 public), total enrollment, and size of 
first-year class. Our findings concerning teach- 
ing are reported mainly in two Categories: re- 
quired teaching activities in substance abuse and 
elective teaching activities. We decided that 
these represent two independent things; the 
required hours represent the school's notion of 
a minimum level of knowledge, what everybody 
should know. Since everybody receives this 
teaching, it makes sense to use averages and 
speak of the average number of hours. On the 
other hand, elective teaching activities vary in 
duration. Many elective courses are reported as 
"of variable duration" or "asarranged." Further- 
more, elective courses are simply offerings, 
many of which are never taken. It would there* 
rore not make sense to total up these hours and 
see whether one school'! average is higher than 
(he other. We view electives ass imply a measure 
of the richness of the curriculum; electives are 



more or less for rhe specialist, for the student 
who !fkes an area, isinterested ir (Land wants to 
go into it at depth. We therefore report electives 
simply as total number of courses offered by a 
school. To repeat, for required activities we re- 
port hours, and for elective activities we report 
courses, 

With respect to required substance hours, there 
are 9 schools which require zero hours, and 
there are 26 schools in the top bracket which 
require anywhere from 38 to 126 hours. There is 
a tremendous variability in schools in terms of 
what is required. 

We initially thought of separating reports of alco- 
holism teaching from drug abuse teaching. Un- 
fortunately* one or two of the items in our ques- 
tionnaire were ambiguously worded, We did 
not note this during our field testing and only 
later decided that we couldn't reliably assign 
hours to alcohol or drug abuse. Furthermore, a 
great many of the courses teach both topic areas 
simultaneously. Therefore we are reporting sub- 
stance abuse teaching altogether. 

Regarding the number of required courses, sub- 
stance abuse teaching n scattered broadly 
through the medical school curriculum. Again, 
there is great variability. The required hours 
were tabulated by departments and averaged 
for all schools reporting. For the basic science 
departments, pharmacology! of coursei teaches 
by far the most. Next is pathology. The average 
total teaching in basic science is 7 + 6 hours. Jn 
clinical departments, psychiatry has by tar the 
most reaching! with medicine being second. The 
average total teaching rn clinical departments is 
17 hours. The total for alt departments is a little 
over 25 hours; let's say 26 hours. Vou remember 
that Dr. Noblesaid yesterday that there had been 
a change from some figure to about 70 hours, but 
I think he was including not only required teach- 
ing but also elective courses. Furthermore, he was 
reporting for the career teachers' schools only. 

Regarding the number of elective substance 
courses, 35 schools had zero courses, whereas 21 
have 3 to 10 elective courses. Again, there is a lot 
of variability. 

Since many an elective is never chosen, we asked 
how many students actually took each elective 
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during the past year. This turned out to be zero 
in 4 instances and not reported in 41 instances. 
On the other hand, 25 courses reported 1 to 4 
students; 32 courses reported 5 to 14 students; 
and 30 courses reported 35 or more students. 
This seems to be a good stgnup rate— higher 
than I wouid have predicted. 

Regarding the percent of the total required cur- 
riculum which deals with substance abuse, the 
range was from zero to 3 percent and the mean 
was 0,6 percent. If alcoholism alone is the No. 3 
health problem, and we are speaking here of all 
substance abuse, this doesr't seem like a propor- 
tionate or appropriate allocation of curriculum 
time. By summing up the worksheets, we calcu- 
lated what departments were doing the teach- 
ing. Psychiatry was most prominent, pharmacol- 
ogy next, then medicine, pathology, neurology, 
and then Various others. 

We next asked about detailed content of courses * 
by use of a checklist. It was found than he efer/n/- 
tions and descriptions were the items most fre- 
quently checked, then medical complications, 
then treatment, rehabilitation, and so on. 

With respect to the division of time between the 
complications and the basic disorder itself, my 
impression had been that we teach mostly the 
complications and not the primary disorder. The 
results of this questionnaire were rather the op- 
posite; in fact, in over half of the courses the 
emphasis on the primary disorders was 
predominant, 

We also asked about the teaching methods used. 
It was found that the good old lecture is still 
highly in the lead, followed by seminars, hospital 
clerkshipsi films or videotapes, demonstrations, 
outpatient clerkships, field trips, and self- 
instructional packets. 

We also asked about the site or facility in which 
this teaching was done. The m-*di School class- 
room was the most commcn l| ^wed by the 
university affiliated hospital. ' a community 
hospitals community alcohol or drug program, 
library, learning center, self-help group, Bid sail, 
prison* or other correctional facility. 

We asked each school how many affiliated clin- 
ical programs they had that dealt with substance 



abuse. The Macy Conference, the NCA Confer- 
ence, and other groups have emphasized that it 
is very hard to teach something if you re not 
doing it. Therefore, one of the big needs in in- 
creasing and facilitating teaching in substance 
abuse is to have an affiliated clinical program, 
We tound that 18 of the reporting schools had 
no such affiliated program, 41 had 1 or 2, and 31 
had 3 or more. 

We tried a whole series of cross-tabulations or 
correlations with various characteristics of med- 
ical schools (age, size of class, size of city, owner- 
ship, et cetera). In general, the results were neg- 
ative, which was somewhat disappointing and 
also Surprising to us. I will mention a few positive 
relationships here, but no relationship was very 
strong. The age of the medical schools didn't 
seem to make much difference, even though my 
notion had been that the recently founded med- 
ical schools had much more sub&tance abuse 
teaching and that oid established medical 
schools had very little. 

We also compared the career teacher schools 
and the non-career-teacher schools; there was a 
substantial and significant difference in required 
hours. 1 believe this difference is real; however, 
there may be some difference in thoroughness 
of reporting and how knowledgeable the person 
answering the questionnaire was regarding what 
was going on in his school. The career teacher is 
obviously very well informed about his own 
medical school. 

Regarding the size of the medical school, it ap- 
pears that the smaller schools tend to have more 
hours of required teaching than the larger 
schools, but nothing sensational. 

Now, I'd like to mention two representative pro- 
grams; these schools will remain unidentified. 
The first is one of the better programs; not the 
very best but a good program. The Substance 
abuse teaching involves six or seven depart- 
ments. They have five hospitals with affiliated 
clinical programs, three of which have two pro- 
grams each. The introduction to medicine in- 
cludes 6 hours on substance abuse, The pharma- 
cology course includes 12 hours on substance 
abuse. The community medicine course includes 
2 hours per week with one fjmily.and many, but 
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not all, of these families have alcohol or drug 
problems The pathology course includes sub- 
stance abuse teaching. The medicine clerkship 
and teaching has 3 hours on substance abuse. 
This school also has nine elective courses Smok- 
ing several departments, which range from a few 
hours to 2 months in dut. ion, 

Neat I want to describe a school typical of thg 
have-nots, the limited kind of program. The de- 
partments involved arc only psychiatry, pharma- 
cology, and pathology. No affiliated clinical pro- 
gram is hsted. The pharmacology course includes 
three lectures which deal primarily with (he 
pharmacology of drugs and alcohol and a 40- 
minute film on Overdose. The sophomore psy- 
chiatry course includes I 1 : hours on substance 
abuse, and the preventive medicine includes 1 
to A hours on alcohol and drug dependency. The 
medical student w ho goes Through this program 
has low exposure to alcohol and drug abuse, 

With regard to osteopathy schools the findings 
were generally the same. The average of re- 
quired hours was slightly higher than for medi- 
cal schools, but not significantly. The teaching 
was more concentrated in the preclinical years. 
Only one of the nine schools had an affiliated 
substance abuse treatment program, which was 
a far lower percent than for the medical Schools 
and probably accounts for th^ different time al- 
location between the basic science and clinical 
years. 

We made an attempt at comparing the findings 
from this survey with the NCA report. The NCA 
Conference in 1970 listed 30 medical schools: 
each of them had a separate entry in which they 
said what they were doing. We took our ques- 
tionnaire reports from those corresponding 



medical schools and compared them. This was 
not verv feasible because the NCA report 
seemed to be more qualitative and ^ e were Talk- 
ing quantitatively. Furthermore, they did not 
discriminate between electees ^nd required 
courses. We therefore concluded that ^-e 
couldn't make a very fair comparison, It did look 
as if none of the schools listed had regressed, 
and several seemed to have improved and en- 
riched their programs. 

Our general impression is that the amount of 
Substance abuse teaching in medical schools has 
improved. There is still tremendous variability. 
Nine schools report no required leaching. Some 
of these represent our older and most prestigious 
schools. To qualify this a little, many of these 
schools p!ace great emphasis on elective and op- 
tional tracks, and therefore (he lack of strict re- 
quirements doesn't necessarily mean that their 
typical student does not get substance abuse in- 
struction. Nevertheless, if required hours are a 
measure of minimum standards, there are nine 
schools with no minimum requirement at ail. 
Twenty-tive percent of the schools required 5 or 
fewer hours. Thirty-eight percent have no elec- 
tees and 20 percent have no affiliated clinical 
programs. 

We believe that there are three simple things 
you can look at if you want to quickly size up a 
medical school's program. First is the number of 
required hours; second is the number of elective 
courses; third, whether or not the school has an 
affiliated clinical program in alcoholism or drug 
abuse. 

My general conclusion is that the overall situa- 
tion has improved, but we still have a long way to 
go- 
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Report on the Site Visits John E. Fryer. M.D, 



As part ut mv career 'eacher ..mdrd. I visited 
medical schools around the country to team 
how curriculum^ were developed, not just in 
*ub*tance abuse but in a variety of areas in the 
preclinical and Clinic al yean>, The medical schools 
that I visited were chosen in a relatively random 
fashion. 

I have been infected in learning more about 
the power dvnamnic* that are involved so that 
perhaps I can develop some idea** that will be 
useful to thene who want to get a particular 
subject >uch a* substance abuse into the cur- 
riculum. ) havtf visited a total of about 20 medical 
u-ht>oK, f wa* surprised hv l fie great variety of 
medical education which * found on my visits. I 
was surprised, (or eyample< to find a medical 
school where there was no psychiatry clerkship 
required* 

I would like to make a few points about the 
report* 'Kit Dr, Pokomy gave. First, it was quite 
dear [ ^re would be an hour here or there 
in the cuj F n that was misinterpreted on the 
questionnaire reports but, by and large< only 
one school ^ros^iy misinterpreted on the low 
side what was actually happening, 

I did find i however, that there was at times very 
poor communication among people involved in 
substance abuse about what was actually being 
taught at their school. One of the really striking 
happenings was being at a very prominent medi- 
cal school and talking to a very well known 
researcher in the area of addiction, I asked hinrii 
"What do you think about the 6 hours that so* 
and -so is teaching in the freshman year?" The 
researcher replied* "Oh, he's not teaching any- 
thing in addiction; I tedch it alt." 

Then I repeated, "But this psychiatrist is teach- 
ing 6 hours in the freshman year," He insisted, 
M l'm sorry; he isn't" and very irritably called the 
psychiatrist on the telephone. The psychiatrist 
confirmed that he was, in fact* teaching the hours 
in question. The researcher then said. "What a re 
you doing teaching these hours? This h my field/' 
I think this highlights the fact that there are three 



areas in substance abuse; the clinicians, the re- 
searchers and the teachers. I think that in sub- 
stance abuse there is often no communication 
or liuSe communication amor.g the three areas, 
a situation that is rarely foun<_' i.i o>er areas of 
medicine, in my own medk.it j. hoc.s I hav^ to 
go to lectures given by researcher* tu really find 
out what they are teaching or not teaching. 

I think the other thing that needs to be com- 
mented on is that when we talked about the 
primary disorder on the questionnaire there was 
no separation between that which might be con- 
sidered pharmacology and that which would be 
considered phenomenology of the disorder of 
substance abuse. I think most of us are aware of 
the fact that in our medical schools, particularly 
in pharmacology departments! the material relat- 
ing to alcohol or morphine or morphine deriva- 
tives, or whatever, is taught as a pharmacological 
factor, often with very little emphasis on the 
actual phenomenology of the addicted state, 

While attending a lecture in another medical 
schooM was struck by the fact that although the 
students were getting a very good lecture about 
what happens to heroin in the body, they were 
getting very little information about heroin 
addiction. Vet that material is included in the 
primary disorder in this form, and I think that 
needs to be clarified. 

There are still several schools in the United 
States— and I don't know that these are theones 
that Dr. Pokomy was talking about in his group 
of nine that have no required substance abuse 
time— such as Harvard, Stanford, and Pennsyl- 
vania where the entire curriculum is ostensibly 
elective. Therefore, nothing is required, I would 
say from talking to students and faculty in those 
schools that most of the students are not exposed 
to addiction at all except in a course in pharma- 
cology or a course in psychiatry. Even that ex- 
posure does not occur with regularity. 

I guess 1 came away from my experiences feeling 
very strongly about the value of a required 
curriculum, because it seems to me that there 
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needs 10 be a baseline beyond which we can add 
other information for students as needed. This 
is* of course, a view that is open to discussion. 

Another piece of data that I wish to cover relates 
to the figure that, in the career teacher schools 
in Dr. Pokorny's survey, 36 hours of substance 
abuse teaching was the average and in non- 
career-teacher schools, 19 hours. Some of you 
may see the report that's been made about the 
career-teacher program by the CONSAD re- 
Search organization which Says 26 hours were 
required in career-teacher schools and 4 hours 
in non-career-teacher schools. 

I think that the differences in those figures come 
about because the CONSAD data were derived 
from intensive questioning in site visits. When 
one questions people about what they are 
actually teaching, one finds that much of the 



material that is classified as substance abuse 
teaching on the questionnaire turns out to be 
more accurately classified as pharmacology 
rather than as phenomenology of Substance 
abuse. 

Finally, it is very striking to me in the area of 
Substance abuse that confusion arises when 
courses are taught in relatively traditional way*. 
Frequently very important material about the ad- 
dictive stales is not being taught to medical 
students rn a rigorous fashion. 
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Substance Abuse Questions on the 
National Boards 



Introduction: John B, Griffin 



During my career teacher grant, I went to the 
Baylor Career Teacher Training Center One of 
the goals that I had (or the month I spent there 
was to develop a pool of questions that would 
help me in measuring knowledge among the 
medical students whom I was teaching. As I 
pursued that goal, it became increasingly clear 
that other people also were interested in meas- 
uring what the students had learned from the 
things that were presented in substance abuse. 
Eventually, a committee was formed to develop 
questions in drug abuse and alcoholism. The 
history of this committee is outlined in another 
section. As the committee worked, it seemed 
desirable to know something about what stu- 
dents over the country as a whole were learning 
in the field of substance abuse. 

We decided to attempt a survey of a significant 
sample of medical students across the country. 
In order to do this, we went to the National 
Board of Medical Examiners to ask (or their help 
in devising the Instrument for use in this project. 

The National Board of Medical Examiners is an 
entirely independent body which devises the 
examination that is most widely used acrossthe 
country by medical schools to measure the 
quality of their students' performance, \n almost 
all States, passing the national board examina- 
tion is a criterion for licensure. The questions for 
the examination from the National Board of 
Medical Examiners are devised by committees 
working within the national board framework. 
These committees, by and large, reflect de- 



partments within medical schools; that Is, there 
is a committee on anatomy, a committee on bio* 
chemistry, a committee on psychiatry, one on 
internal medicine, et cetera. If a subject area has 
distinct representation in the faculty of medical 
schools, then it is likely to have an equivalent 
committee on the National Board of Medical 
Examiners, 

One of the problems for the field of drug abuse 
and alcoholism is that medical schools rarely, If 
ever, have a department of substance abuse. In 
keeping with this, the National Board of Medical 
Examiners does not have a committee specifi- 
cally assigned to this area. Clearly, we hope that 
our committee's work with the National Board 
of Medical Examiners will stimulate increased 
consideration of substance abuse questions on 
the national board examination. I must empha- 
size that there has been no arrangement or guar- 
antee of any specific numbers of questions on 
substance abuse to be placed on the examina- 
tion. This would be totally out of character for 
the board and would be contrary to the frame- 
work in which they operate. The National Board 
of Medical Examiners attempts to reflect what is 
being taught and not to influence the direction 
of medical education, 

I believe that as a result of our work with them, 
the board is probably more aware of the expan- 
sion of teaching in substance abuse over the 
country that has occurred in the last 5 years, in 
large part through the career teacher effort. 
Since the national board tends to reflect changes 
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in curriculum, increased curriculum time usu- 
ally leads to increased numbers of questions on 
the national board examination. 



Our committee has learned a great deal about 
how to write questions and how to put them rn 
the correct form for the national board. We are 
given (he opportunity to submit possible ques- 
tions to the national board committees for their 
consideration each year. Thesiequestions should 



have a better chance of acceptance because we 
have learned how to construct them properly, 

We are constructing some examination modules 
dealing with substance abuse, some of which 
will be used in the research project to evaluate 
medical students' knowledge in the area. Some 
of the modules may be incorporated in a later 
qualifying and certifying examination that the 
National Board of Medical Examiners is in the 
proces* of considering at this time, as Dr. Smith 
will now elaborate. 



Report on Substance Abuse Questions on the National Boards 
David Smith, M,D, 



I particularly appreciate your addressing an 
issue that was, frankly, of concern to me when J 
came down yesterday and gave some thought to 
theexact wording of the title that you find in the 
program before us. 

The National Board of Medical Examiners, as 
you have so nicely emphasized, is an independ- 
ent, voluntary, nonprofit, educational institu- 
tion that is much involved in the process of certi- 
fication examinations that are, in turn, used to 
give feedback vj tacultie* regarding perform- 
ance of certain types of students on certain sub- 
jects, 

We wert* very flattered in the last several months 
when Dr. Ted Cooper made some comments 
about the perception of the notional board in 
Washington and within the American educa- 
tional scene. He described this perception as 
oneof neutrality and impartiality. I think that his 
being able to say It this way was one of the finest 
attainments of th« goals of the national board 
that we could imagine, because we would like to 
be, and try hard tn be, an impartial measuring 
body particularly slanted toward medicine. 

Our particular orientation toward medicine 



makes us different from many other testing 
organizations. We area politically neutral entity. 
This becomes interesting and complicated at 
times, for instance, some of you may know that 
suddenly last fall we found ourselves mentioned 
in the law that has to do with the return of 
American citizens who are in foreign medical 
schools and want to transfer to advanced stand- 
ing in American medical sc hoo Is ^t he so-called 
"Guadalajara" clause of Public Law 94-484, 

We were, in a similarly involuntary manner, in- 
volved In the qualification of all alien physicians 
who want to come to this country by way of 
either a J visa or an immigration visa. 

It is quite a story as to how we responded to 
these situations as a public obligation and, at the 
same time, have tried to maintain our position as 
a voluntary neutral body. This is part of the 
background of why we sometimes may seem to 
be overly sensitive to accusations that we are 
dictating curriculum or are shaping American 
medical education Instead of following and re- 
flecting it. 

It Is obvious that I cannot deny that the National 
Board of Medical Examiners has some effect on 
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teaching. We all know that these are the realities 
Of life, but the national board has no intentional 
effect. I also cannot deny that I am aware of 
people with whom I have worked in your organ- 
ization who would like very much to encourage 
and emphasize teaching of alcohol and drug 
abuse by means of Incorporation in the national 
board examinations well as other means. There 
was a frank recognition that this was a hidden 
agenda item, and I think it has had irs influence 
jn a salutary manner. 

Yesterday Dr. Cordon Deckerh from Oklahoma 
City, spoke on several subjects rather forcefully. 
Cordon has been the chairman of the Psychiatry 
Test Committee of the board, and he gave me a 
spontaneous testimony that I'll pass on to you. 
During the 7 years that he has worked with the 
Psychiatry Test Committee he feels that there 
has been a very significant increase in the atten- 
tion that has been given to drug and substance 
abuse by that committee. I can attest to you that 
the pharmacology committee, the behavioral 
science committee, and several others have 
similarly shown a greater interest in this area. 

You will be right if you tell your students that the 
national board examinations do contain items 
on substanceabuseand that they are going to be 
held responsible for their education in this area. 
The Important thing is that you are teaching the 
subject. It is then reflected by your representa- 
tives on the test committees of the national 
board. There are about 120 such Individuals on 
the board test committees, representing over 
half of the medical schools at any one time. It is 
through these individuals that questions are 
developed for the national board. 

J was interested yesterday to hear Dr. Noble 
make a reference in which I believe that he 
congratulated you for obtaining an entry to the 
national qualifying examination. The national 
qualifying examination reminds me of what we 
call our comprehensive qualifying examination. 
That introduces the explanation I would like to 
give you of the so-called national board project. 

As Dr. Griffin has pointed out, there was an 
interest for several years among the career 
teachers in devising a test Item library for educa- 
tional and evaluation purposes. They came to us 



to see if we had interests and facilities that would 
enable them to forward their goal*. 

They arrived at about the time that I had assumed 
some responsibility for beginning to respond to 
the challenge of the report of our Coals and 
Priorities Committee of the board which was 
issued over 5 years ago. The challenge was to 
create an examination with more emphasis on 
perlormance, skills, and abilities, in addition to 
the emphasis that we have always placed on 
measuring knowledge. It was pointed out by this 
committee that with the variety of curricular 
changes that seem to be occurring in the Ameri- 
can medical educational scene, probably theonly 
appropriate time to test all medical students is at 
the time that they are ready to get their M.D, 
degree, after they have finished the varied cur- 
ricular patterns of their own medical schools. 

This was at first, you may remember, called the 
qualifying A examination, and it was attached to 
several other political implications; for instance, 
there was the postulation that it might be a logi- 
cal progression for there to be a two-phase 
licensing examination, a qualifying A an da qual- 
ifying B. People who had graduated from medi- 
cal school would be required by qualifying A to 
show that they were ready to assume their 
responsibility for the care of patients under 
supervision, but they would not obtain full 
licensure until after they had reached the end of 
their training, which for nearly all consists of 
specialty certification. That would be called the 
qualifying 8 stage. 

I suspect many of you experienced some of the 
discomfitures that rolled out of that concept, 
and I will not go any further into it except to say 
that when we tried to see if we could meet the 
challenges in just the testing area, we decided to 
divest ourselves of the term "qualifying A" and 
think of something else. That is why we call it 
the Comprehensive Qualifying Evaluation Pro- 
gram. 

We had a committee which directed us to sev- 
eral lines of thoughts one of which is to create 
this examination In a problem-oriented medical 
framework with the idea that one might be able 
to do this by developing several modules. Each 
module concerns a particular problem. In this 
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formal the student is asked to go through cer- 
tain kinds of problems in a described medical 
situation. 

The next question is, What problems do you use 
for such a test? We will approach this in several 
ways to try to identify the most appropriate 
problems that will be challenges for the young 
physician In his first year of graduate training* It 
seems to me quite logical that drug and alcohol 
abuse would be one of these problems. Conse- 
quently, when there was this coincidence of our 
interests and those of the career teachers, we 
were glad to work with them, We have prof- 
ited greatly as the committee has worked to 
develop four modules on several different situa- 
tions of acute drug toxicity, chronic drug abuse, 
chronic alcoholism, et cetera* 

I would like to emphasize that the general 
approach is to try to have the measures that will 
be derived from this examination expressed In 
terms of tasks or responsibilities of the young 
physician. These would include the following: 
his responsibility to be proficient in the collec- 
tion of data; his responsibility to be able to ana- 
lyze situations and to find problems; his judg- 
ment and responsibility in relation- to the role of 
a physician In the course of following a patient; 
his judgment and skill in treatment techniques; 
hfs responsibility for maintenance of healthcare; 
and his attitudes and responsibility to the com- 
munity and to the profession. 

We have no guarantee that we wilt be able signif- 
icantly to measure these particular things, but 
what we have done Is to create the situations, 
describe them, and then create problems and 
test items with these different dimensions in 
mind. This is in contrast to the usual subject 
dimensions which you have seen on the classic 
examinations. Such an approach does not yield a 
subscore in anatomy versus one in pharmacol- 
ogy, u is hoped that this will yield an overall 
score that we can correlate with achievement 
and competence. It will still be much more 
knowledge oriented and less performance ori- 
ented than we might like, simply because the 
techniques for obtaining valid and reliable 
measures for some of these other areas are not 
so readily available as are the techniques for 
measuring knowledge. 
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The committee has met with us. and we have 
hammered out these four separate problems* 
The problems are In the process of being printed 
as booklets and will be available for administra- 
tion to students. We would like to be able to 
administer them to different kinds of students, 
particularly to groups of students who have not 
experienced instruction in the areas of alcohol 
and drug abuse in contrast to other students 
who are more experienced, 

Probably these two rather diffuse groups are 
sufficient for standardizing these tests. However, 
there are many variations on the theme. For 
example* it might be very interesting to be able 
to analyze the difference between a student who 
comes to medical school with an urban expe- 
rience in his early education and one whose 
experience is less urban; minority groups of 
medical students versus other groups would be 
interesting variations to study. We cannot prom- 
ise that sort of thing, but if the project goes well 
and we can see these evaluation instruments 
used over a period of time, it might be that this 
organization can approach such a determination 
through a measure such as this. 

The principal thing that is ahead of us now, 
though, is to let this instrument be used first as 
an educational encouragement in your programs 
and in your schools and to give you some feed- 
back and information regarding the achieve- 
ments of your students as expressed in this 
examination. It may be possible to give compari- 
sons between your school and your program 
and other schools and other programs. These, of 
course, were some of the goals of the career- 
teacher committee as they formulated these 
problems and wrote che questions. 

Our next task is to begin to arrange the adminis- 
tration of these examinations. We hope to enlist 
voluntary cooperation from persons at various 
schools who can find a significant group of stu- 
dents, larger than 20 in number, in either of 
these categories: those not yet instructed versus 
those that have been instructed. Some schools, 
we hope, will be able to give samples of both 
kinds of individuals. We can give this test to you 
to be administered at your convenience. We will 
give you some ground rules, but we will not be as 
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rigid as we are in the real national board exami- 
nation nor will the students be under all (he 
pressure that I think they are at the time that 
they take the national board examination. We 
would probably supply 3 biographical datasheet 
that we would ask students to fill out with their 
questions so that we can categorize them to 
derive standard groups for normative compari- 
sons in calibrating this examination. We will 
work out from the beginning some form of 
feedback to you, but the very first people who 
participate In the course will really be the foun- 
dations of the standard setting, and scores will 
not be as meaningful at that time in a normative 
sense as they will be later. From the beginning 
we can report to you rough scores in group 
categories of one interest or another. Laten after 



we had more experience we could report to you 
what your normative scores were. 

This is the projection for the next months as 
administration of the tests gets underway, I am 
here to explain to you the enthusiasm which we 
have for this project, the appreciation we have 
for the input that the committee gave, and what 
wehave learned about the dynamics of bringing 
in a group with this particular kind of interest to 
forge an examination, 

AUTHORS 
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Educational Activities of the 
Career Teachers 




Moderator: Joseph Schoolar, Ph.D. 



tn its original concept, as it was formulated by the National Institute on Alcohol Abuse 
and Alcoholism arid the National institute on Drug Abuse, the career teacher program 
was designed for thesenior faculty of medical Schools Jt was intended primarily to spread 
the word about substanceabuse^drug abuse and alcoholitm^to medical students, The 
hope was to makesubstance abuse education an integrated, effective part of the curricu- 
lum in medical schools throughout the United States. We expected some significant 
impact on the service programs of the university, because the medical school serves as 
the focal point of many service programs and influences the programs of affiliated 
agencies and institutions in its area and, in many cases, the entire State. In research the 
medical school has an equally important impact on substance abuse, in both basic and 
applied research. 

This was the original concept of the career teacher training program. Forty-three career 
teachers have been named and they are either in the training program or have finished 
thefr 3-year award period Two career teacher centers were established to assist in the 
training, one at State University of New York DownstateMedical Center and one at Baylor 
College of Medicine. 

In a large measure our objectives have been or are being realized. One has only to look at 
the record of the program's accomplishments from the standpoint of changes in curricu- 
lum content, the Increased number of curriculum hours, and more accepting attitudes 
by medical students and by practicing physicians, as examples. 




ALCOHOL AND DRUG ABUSE IN MEDICAL EDUCATION 

In addition to changes in curriculum content, the career teachers have contributed to the 
design of teaching materials and have developed innovative approaches to teaching drug 
abuse and alcoholism courses in medical schools. The impetus has spread to continuing 
education and to the production of fjlrru and teaching tapes. 

Dr.CeorgeTyner exemplifies the best in innovative careerteachers: He divided his grant 
into four parts, so that not only did he participate in the career teacher program but so did 
Dr. Arredondo, Dr. Weddige, and Dr. Orene Petticord, all of the Texas Tech faculty. In- 
stead of having one career teacher, they have had four at Texas Tech. 
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A Dean's Perspective George S> Tyner, M,D, 



I will address two topics. First, can a career teacher 
be effective as a dean? Second, how does one 
develop a team model for teaching substance 
abuse? 

With regard to the first issue, we rank fairly high 
in the number of hours devoted to substance 
abuse teaching— 106 hours. That figure was de- 
rived from the 1974-75 academic year, which 
was the year I first became dean. We had already 
managed to scrounge 106 hours in the 4-year 
curriculum-^so It was not necessary to be dean 
to get an adequate amount of time. 

On the other hand, I began to think of what I 
had done in the way of recruitment. Our school 
has leaned toward faculty who have an Interest 
in substance abuse. I wondered what kind of 
pressure the chairmen feel I had exerted on 
them to make them insert alcholism and drug 
abuse in their curriculum. I talked to some of the 
chairmen about this. The chairman of medicine, 
who is an honest man and a good friend, said, 
"No, you haven't exerted pressure on anyone of 
us. However, I think we'd be crazy, knowing that 
you have a career teacher award in alcoholism 
and a real interest in that area, not to consider 
including that subject in our curriculum, So you 
answer the question for yourself/' 

The way we achieved the number of hours we 
have was done primarily by happenstance; and a 
little by planned infiltration of the departments. 
The happenstance wasthat our school was brought 
on line in June of 1971* and we took our first 
students in the fall of 1972. There were six of us 
who came to Texas Tech in June of 1971 and 
were told to put a curriculum together for two 
classes beginning a year later. 

By August we had 8 people and by the following 
August we had around 40 people, and we had 
curricular time to burn. With the help of the 
chairman of psychiatry at that time, we began to 
fill up a lot of little spaces along the line. We 



visited each basic science department and said, 
"Could we or could you devote some time in 
your curriculum to alcoholism and drug abuse?" 
With this initiative the basic science departments 
began to teach a fair amount of information 
about substance abuse. 

In the clinical area we developed small group 
conference teaching. There were two types. The 
first was coordination of the hard data. We found 
people who had an interest in alcoholism, and 
they volunteered to put on small group dis- 
cussion for the junior students, included were a 
toxicologist, a pathologist, a biochemist, a special- 
ist in preventive medicine, and one or two others. 
They began a seminar which was repeated for 
each clinical clerk group as they rotated in their 
8-week shifts in the five major specialities 
representing the junior year. 

In addition to the hard-data seminar, we or- 
ganized a group which talked about the disease 
concept and the behavioral patterns of alco- 
holism as far as the patient was concerned. This 
group consisted of a lawyer, a priest, an intern- 
ist, a family practitioner, a doctor of educations 
psychiatrist, and myself. Both approaches illus- 
trate how our school is forcing the departments 
to decrease the number of lecture hours and 
Increase small group discussions. We feel that 
we can teach more effectively with faculty teams. 

Another teaching device became available by 
accident. We had invested $500,OOGin television 
hardware. As dean, I was despondent over this 
big expenditure because nobody used it* So we 
began to give our seminars in the television 
studio. Now we have quite a library of all of our 
discussions with the students. Faculty can go 
back and compare what we've been able to do 
over a period of 3 or A years. 

In retrospect, I didn't plan to be either a dean or 
a career teacher, When the career teacher pro- 
gram came out In 1971,1 developed a grant appli- 
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cation. At about the same time our first dean 
quit. I didn't put in an application for the job. I 
received the career teacher award in the summer 
or the fall of 1974 and 2 days later I was offered 
the job as dean. The next career teacher meeting 
was in Louisville. Jim Callahan advised me not to 
turn the grant back, and I began to remember 
that we had twoor three interested faculty mem- 
bers. We began to talk about starting a team 
because I simply didn't have time to do more 
than front for the program. 

That's how the team concept got started. We've 
had a lot of support and encouragement, especi- 
ally from Joe Schoolar and Alex Pokorny at Baylor. 
At least three of us have gone there to partici- 
pate in the teaching program as students. 

The program has gradually grown. Some of the 
methods that we used to infiltrate the curricu- 
lum might be of help in other schools* On the 
basis of our experience, I think the technique of 
infiltration Is a good one. 

There are other ways in which the curriculum 
can be infiltrated. The career teacher who is a 
loner in a school has to go around and make 
friends among the faculty and have an interest in 
substance abuse. He can then recruit these friends 
and they can put on the course together. 

No dean can sit down and delineate curriculum 
hours. I think it has to be dn interdepartmental 
relationship based on acquaintance and a simi- 
larity of interest. 

Another thing that has helped us as a team is that 
we make ourselves available to talk to anybody, 
All you have to do is ask us and we'll be there* In 
this way we have achieved a fair amount of visi- 
bility* We will talk to thecounty medical society, 
to the Boy Scouts, to the parent-teacher associ- 
ation, in short, to anybody who will listen to us, 
We don't reserve all our energies for teach- 
ing at the undergraduate level. 

Let me give you another example. We wanted to 
teach residents, but nobody who had residents 
wanted to bother with us* Our school has about 
103 residents, with about 75 or 80 in family 
practice. 



As dean, because of my interest in substance 
abuse,! began to keep track of how much Valium, 
Quaalude, and Librium was prescribed. The 
amount was outstanding, with the great pre- 
scribes being the family practice residents* 

The chairman of family practice and I met to 
discuss this production of iatrogenic disease. He 
was as uninformed about alcoholism and drug 
abuse as the junior medical students, so he in- 
vited me to bring the team in to talk to the house 
staff in Lubbock. We gave our presentation to 
some freshmen, sophomores, seniors* family 
practice residents, and some of the faculty. I 
think we made a fairly good impression, but it 
really Wasn't until one of the family practice 
residents, after that talk, discontinued Valium 
and convulsed in the emergency room that we 
really got a strong stand in the department of 
family practice. 

Another example occurred when a student asked 
me if I would get more time in the freshman and 
in the sophomore year to teach about alco- 
holism and drug abuse. She was greatly con- 
cerned that about 10 percent of our students 
have to repeat or fail for about half of (hose 
students, I can identify a direct relationship be- 
tween failure and the use of alcohol or soft drugs. 
At least 5 percent of our students are identified 
as getting into trouble, usually with Valium, 
sometimes with barbiturates, and sometimes with 
a smorgasbord plus a little alcohol This experi- 
ence illustrates another means of getting into 
the curriculum without using any inducement 
from the dean, and that is that the students have 
asked for it. 

Another way to develop interest is to become in- 
volved with other parts of the parent university, 
We're now becoming involved with the depart- 
ments of psychology, sociology, and nutrition 
on the main campus ♦ In this way a Cadre of inter- 
ested perople is being developed throughout 
the university. 

Last but not least is informal discussion with medi- 
cal students. Those are times to capitalize on the 
fact that you are talking to a group of people 
who are entering Into a profession which has an 
occupational disease. And that occupational dis- 
ease Is what we're talking about. 

Ill) 
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Data on Student Attitudes John N. Chappel, M.a 



My career teacher grant marked the beginning 
of my intensive Involvement in medical educa- 
tion. I had been at the University of Chicago for 
Gyears prior to that time, but my involvement in 
the curriculum was at best peripheral. We had 
elective time and a half-day with the first year 
students in community health, A few curious 
students came to our programs, but there was 
minimal impact. An additional frustration was 
the difficulty we experienced getting physicians 
involved in the treatment of the heroin and alco- 
hol addicts we were seeing, 



It was from this context that I went to my first 
career teacher meeting at Louisville. At that 
meeting a revolt was in process against old, tra- 
ditional educational methods. There was also a 
spirited discussion on educational priorities. 
The priority emphasized was to find some way to 
influence attitudes. That emphasis was so con- 
genial to my own experience and to my aca- 
demic beliefs that I became very enthusiastic. 
Since then I have devoted most of my time to 
work on medical student and physician atti- 



Current Findings on Student Attitudes 



John Chappel mentioned the fact that this is a 
statistically sound instrument. Well statistics are 
phenomena like lampposts, which some people 
in states of Inebriation use for support rather 
than for enlightenment. Thestatistics that we are 



tudes. The video tapes you saw yesterday are 
part of that work. 

Later, at the Savannah meeting, Ben Kissin,who 
has had a catalytic effect on us, suggested that 
we set up a committee to develop a Standard- 
ized Test of Attitudes and Knowledge (STAK), 
A committee was formed which developed a 
broad spectrum of attitudinal statements. These 
were given to the career teachers at the Portland 
meeting, Ron Krug utilized his statistical and 
computer skills to factor-analyze these state- 
ments, We then developed the form of STAK 
which was used with medical students in Okla- 
homa and Nevada. The current form is included 
with the article on attitudes. 

The attitude survey as it now stands appears to 
be statistically sound and acceptable to both 
medical students and physicians, Time of adminis- 
tration is 15 to 20 minutes, so it can bee:sily used 
in most settings. Further investigation is needed 
to determine what relationship the attitudinal 
factors have to clinical behavior with alcohol- or 
drug-abusing patients. Ronald Krug will de- 
scribe our current findings. 



Ronald S. Krug, Ph.D. 



reporting are intended for enlightenment rather 
than for support of some theory. 

The scoring system used in STAK was developed 
from a reasonably large data base. The initial 
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factor analysis used the carter teachers as a ref- 
erence group. We examined both orthogonal 
and oblique rotations. The oblique rotation was 
used because it revealed a treatment factor which 
was of major interest to us. Six factors were ob- 
tained* These factors were used to form a scor- 
ing system. 

The first factor was a moralistic factor. Items 
characteristic of this factor are, "Clergymen 
should not drink in public 11 and "A physician 
who has become addicted to narcotics should 
never be allowed to practice medicine again/' 
This factor represents a restrictive! pessimistic, 
moralistic attitude to substance abuse. 

The second factor was a permissiveness factor. 
Items that load heavily on this particular factor 
are, "Alcohol Is a good substance If not used to 
excess/' "Dally use of one marijuana cigarette 
has a beneficial effect/' and so forth. This factor 
represents a permissive attitude toward using 
substances, 

The third factor was a treatment factor, The items 
that load heavily here include"Drug addicts can 
be rehabilitated/ 1 "Drug addiction is an illness/' 
and "Group therapy is an essential part of treat- 
ment of alcoholism or drug addiction/' 

The fourth factor was a factor of restrictiveness 
in both use and treatment. The restrictiveness 
loads most heavily on this particular score. Items 
such as "Marijuana leads to mental illness/' 
"People should get drunk only at home/' and 
"Chronic alcoholics who refuse treatment should 
be legally committed to long-term treatment" 
characterize this factor. 

The fifth factor was of drug use phobia, Items 
such as"Heroin use leads to addiction/' "Week- 
end users of drugs will progress on to drug 
abuse," and others represented a view that drugs 
are very dangerous, 

The sixth factor is a myth-oriented factor, Many 
of the myths about substance abuse load highly 
on this factor* Typical items lnclude"Drug abuse 
Is caused by a character weakness/ 1 "People who 
use psychedelic drugs are basically mentally ill/' 
and "Anybody who has long hair and a beard 
probably uses illegal drugs/' 



We gave the revised questionnaire to our stu- 
dents before starting our teaching on substance 
abuse, Then> after the teaching wascompleted> 
we repeated the administration of the question- 
naire. 

There is a difference between the two medical 
schools in that the University of Nevada uses a 
block system which puts 28 hours of substance 
abuseteachinginl week. The University of Okla- 
homa uses a spaced type of curriculum in which 
many disciplines are teaching at the same time. 
My course consists of 16 hours spread over a 
4Vz-week period. So we have a compressed cur- 
riculum compared with a stretched curriculum. 

In both courses the students go to AA meetings 
to become familiar with community treatment 
resources. The Nevada students make one AA 
visit with a sponsor. The Oklahoma students are 
assigned sponsors who contact each student> 
take them home for dinner, then to an open 
meeting, and finally to a closed meeting. This 
gives them a wider experience with AA + 

T-tests compare prescores and postscores on the 
six factors, The factors on which we were able to 
demonstrate significant movement on student 
attitudes were the first, third, and fifth factors, 

On the first factor, using combined data from 
the two schoofs> we were able to significantly 
decreasethe moralistic stance of students toward 
substance abuse, 

We were particularly pleased with the response 
on the treatment factor, The students moved to 
a more positive view of substance abuse as an 
illness which can be treated and not something 
to be ignored, * 

On factor 5 we have significantly decreased the 
phobic response to drugs and to drug use. 

There were some interesting differences be- 
tween the students from the two schools. On 
factor 2 the Nevada students moved to a more 
permissive stance toward substance use, The 
Oklahoma students decreased in permissive- 
ness* but both groups ended up at the same 
point. It therefore appears that we were dealing 
with two groups of students who started from 
different levels of permissiveness, and moved to 
a common position. 
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On factor 6 the Oklahoma students decreased 
their myth orientation to drugs and substance 
abuse* while the Nevada students showed little 
change. 



As teachers* our goals are somewhat different, 
john Chappel wants his students to see substance 
abuse patients as human beings with problems 
which can be treated. He works from an optimis- 
tic orientation toward treatment. While I share 
the second goal* I have articulated the first onea 
little differently. My goal is to get the students to 
see substance abuse as simply a phenomenon 



which has no positive or negative value judg- 
ments to be made about it. 

In conclusion* we now have an instrument that 
we can use in different settings to assess changes 
in student attitudes. We can set attitudinal goals 
and measure the degree of success or failure in 
meeting these goals. If we do not measure, we 
will remain ignorant; or at best impressionistic 
about how well we have achieved our teaching 
goals in the attitudinal domain. With the data 
obtained In this study we can now look more 
carefully at our curricu lums with an eye to rede- 
signing them in specific directions in keeping 
with our attitudinal goals. 



Old Dogs and New Tricks John E. Fryer, MD, 



We Inevitably move into the issue of how the 
medical school makes decisions. I did not realize 
when I started this just how naive I was about the 
system of governance in medical schools, I did 
not know, for example, that in 18 of the 20 medi- 
cal schools that I visited the same pattern of 
governance holds, i.e,, no matter what else one 
claims, the dean really is not a person of much 
power. Also* he uses the power he does have 
sparingly. 

In most instances, the history of the medical 
schools, particularly those that were in existence 
before 1930, goes something like this: A group 
of department chairmen got together in the 
teens, the twenties, in 1970 or whenever, decided 
to form a medical school, and hire a dean. But 
they chose that dean. Now in the twenties and 
thirties there was a period in which some medi- 
cal schools found themselves with a single per- 
son who was the dean and powerhouse, who ran 
the medical School almost singlehandedly. At 
Temple Medical School, where I teach, there 
was a Dean Parkinson who literally was the chief 



of the hospital, dean of the medical school, vice 
president tor health sciences, and chairman of 
the admissions committee. For a period of about 
25 years, every person that went to the medical 
school was interviewed by Dean Parkinson, When 
Dean Parkinson died, and we entered into the 
era of the forties and fifties, it became quite clear 
that power had returned tothe department chair- 
men, and that nothing happened in the medical 
school about which the department chairmen 
did not approve. This was true in 18 of the 20 
facilities. When the question was asked about 
who can veto a decision about interdisciplinary 
teaching most effectively and most totally, in 
every medical school except two, it was the de- 
partment chairmen acting as a group. 

In one medical school there was a faculty senate 
which was elected in which people did respond, 
and in one medical school there was a dean 
whom I really believe had some power simply 
because the department chairmen did not care 
about anything; and he was the one who ran the 
medical school. 
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)n short, it has become apparent that any deci- 
sion that involves bringing new material into the 
curriculum— new interdisciplinary material in 
particular— requires negotiation at the depart- 
mental chairman (eve! and needs the assent of 
all of those people or else the dean cannot en- 
force it, 

When we talk about getting to the dean and 
making the dean do these things, we should 
know that while the dean does have some clout, 
he is not necessarily going to use it on this issue. 
Getting to the dean is almost an irrelevancy; the 
Issue is strong communication with the depart- 
ment chairmen, making them realize this is 
important. 

The next step, then, is to ask how we can make 
an impact on these men or women who are de- 
partment chairpersons. The way to r ^ke an 
impact, it seems clear, is through an inujvidual 
within that medical school department who is 
committed and witling to do the teaching, who 
does it well, and who will follow through on it. I 
would submit to you that nothing gets done 
unless there is that person. Particularly when we 
are dealing with subjects that are not necessarily 
part of the usual medical school curriculum such 
as alcoholism, addiction, pain management, 
death and dying, cancer treatment, et cetera, 
there need to be people who get into the cur- 
riculum who are teaching the material that they 
want to teach and which they feel should be 
taught. Those medical schools In which there 
was not such a person generally did not have 
that material being taught. 

The really tricky subsequent issue has to do with 
what happens beyond the initial impetus on the 
part of one person to get that material into the 
curriculum* How does it get permanently into 
the curriculum? Let me Just submit that, although 
I hear of a lot of hand wringing about this, I now 
have seen many Instances in which materials 
have been brought into the curriculum, and then 
the medical school chairpersons have decided 
that that material was valuable enough to keep 
in; and it stayed in. 

In summary, deans have little real power. The 
chairpersons have the power and will not give it 
up easily. Curricular change must be carefully 



crafted by individuals who have an interest and 
who can teach. Wore oft^n than nor, changes 
rise and tall on the basis or the presence or 
absence of this interested faculty member, al- 
though changes can sometimes become a per- 
manent part of the curriculum. 

Some strategies seem to me to be emerging. 
One principle that was mentioned this morning 
should be repeated: and that is that just because 
people can do research or can do clinical work 
with alcoholics and drug addicts, it does not 
-^icessarily follow that they can teach. I think 
trus is an important thing to keep in mind. 

It seems to me that career teachers as a group 
have developed many very effective strategies 
■or generating some lasting improvements in 
the currrculums of individual medical schools. 

1 think I would differ a bit with Mansel! Pattlson's 
comment that it is essential to focus on the resi- 
dents. It seems to me that we have a whole proc- 
ess involving preclinical and clinical students, 
residents, and continuing education, in which 
we have to continue to hammer; and we have to 
continue to hammer in a variety of ways. We 
should be dealing continually with not just mak- 
ing more sensitive humanistic medical students, 
but also with influencing some very, very critical 
specific attitudes. These areattttudes toward the 
care of chronic illness. Ninety percent of the 
care given by most physicians is for a chronic 
illness problem, and we learned nothing in medi- 
cal school about chronic illness* Continuity of 
care* comprehensiveness of care, and attitudes 
toward substance abusers fall under the same 
attitudinal umbrella. 

On the other side is thewhole issue of knowledge 
in the area of substance abuse; and certainly the 
third crucial area is skills. 

What kind of Pollyanna then have the career 
teachers offered? Certainly something that most 
of the career teachers have done early is develop 
elective courses. These are variably accepted or 
not accepted by the students. Sut from elective 
courses, a lot of general course material ultimately 
grows. I feel that it is important to do elective 
courses in their own right as well as to get stu- 
dents interested early* Some people have done 
excellent courses. The danger of one's develop- 
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ing elewm v i ouue* is that, v* hen thai pur sun U 
15011c nothing olsc happens, 

A no! ht?r ia* He morn of I he cm rut' f (eat hers have 
used is to ii^Ut the b*i*i< suento riepariments. 
asski those chairperson* in tlomu their job bet- 
ter so that the students are more responsi\e, 

I wa*> struck when I fir^t went to my medical school 
by the fact that biochemistry had a 3-hour clinical 
correlation in alcoholism, and t thought how won- 
derful it was that we had 3 hours of clinical correla- 
tion, So I put on my while coat, went across the 
street, ands.it in the back of the room; and who was 
doing the clinical correlation? It was the surgeon in 
the hospital who treats al! the esophageal varices The 
attitude conveyed was that every alcoholic is 
going to hiive esophageal varices, he is going to 
be bleeding to death, and he will tend to drink 
again a* soon as he gets out, I went down front 
and said. "You're teaching the wrong kind of 
alcoholism and you're conveying to freshmen 
medical *iu dents wrong attitudes; can't we do it 
a little differently?" Fortunately, he saw the light 
and changed, because all he wanted was for 
l hem to learn what happens to esophageal vari- 
ces and 10 the various enzymes, and to the fiver 
so that he coufd teach biochemistry a liufe bet- 
ter. Ho did not really care if he had good patients 
or bad patients, 

Another ladle which some peopie ha\e been 
using isto become involved 1 behavioral science 
interdisciplinary courses in the first 2 years, I 
would simply reiterate that this has to be done 
through the department chairmen and through 
the regular departmental route. I think this is 
ultimately the most successful route. I am fortu- 
nate enough in my own medical school to have a 
102-hour course called primary care concepts in 
which I can work on chronic disease issues, using 
alcoholism as a model of continuity of care. I am 
able to bring in alcoholics, and it works very 



well. The vmt* filing can be done in behavioral 
sciences, 

Brvond the medical sj^dent level, much that U 
innovative has been ne in substance abuse 
education. The career teachers have invested a 
great deal of energy In residency programs At 
Temple, we are now in the process of convening 
a committee made up of a vice president of the 
university and eight faculty members to deal 
with alcoholism in ihe faculty. We have 4,000 
faculty members at Temple, and we calculate 
that there are probably 300 to 400 alcoholics or 
other substance abusers among them. To date 
we have not found other schools, and! would be 
interested in knowing of any* who have devel- 
oped such a faculty program. We have added a 
program into the faculty handbook and are now 
in the process of educating the senior faculty 
about how to make use of that program. We 
have identified close to 50 alcoholics, and they 
are all in various stages of treatment. There is a 
tremendous need. I simply would conclude that 
one of the other strategies that people canu^e is 
to work with people who are faculty members. 

Finally, I would like to say publicly that I am 
deeply grateful for what I have learned from all 
my fellow career teachers. It has been enor- 
mously valuable and one of the greatest influ- 
ences on my life in the last few years and on my 
teaching, 

Earlier today we were talking about the career 
teacher program in psychiatry in the 1960s. In 
that program, not much emphasis was put on 
how to go about teaching. That could never be 
said about this program, There has been an em- 
phasis on how you go about teaching and how you 
become involved with the planning and administra- 
tion of courses and getting them into a curricu- 
lum from the very beginning; that is addressing 
a truly critical issue, 
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Biobehavioral Studies in Substance Abuse 



A number of the career teachers, in addition to 
teaching, also do scholarly research, I will dis- 
cuss my own current research as an example of 
the role of research in the career of a teacher in 
substance abuse. The only way that I can reason- 
ably organize that is to present it like a news- 
paper, first J am going to give you the news, and 
then I am going to give you a brief editorial. I'll 
tell you when I am turning the page to the edi- 
torial. 

My research concerns drug effect on social be- 
havior and motility in animals and man. For a 
number of years I have been studying, together 
with colleagues at Colorado, drug effects on the 
social and motor behavior of monkeys living in 
pens in social groups, with these animals we 
could count the frequency of a variety of differ- 
ent social behaviors: dominant behaviors, sex- 
ual behaviors, associative behaviors, and so 
forth. 

We also measured the operant work of these 
animals for food, and in addition we could quan- 
tiiate the movements of the animals. The mon- 
keys wore backpacks containing radiotelernetry 
units, which provided us with information about 
how much the animals moved around. We then 
administered drugs, looking for drug effects on 
various behaviors. Wehave studied ethanol, meth- 
amphetamine, pentobarbital and morphine ( I), 
methadone (2, 3), and two brain peptides, TRH 
and meianocyte-stimulating-hormone-release- 
inhibiting factor (4, 5). 

As an example, in the methadone study (2), we 
gave monkeys daily oral Tang (a fruit-flavored 
drink) for 6 weeks, and then for 10 weeks they 
receiver) Tang containing methadone each day 
in doses which produced blood levels com- 
parable to those seen in methadone maintenance 
clinics; then for 3 weeks we withdrew the metha- 
done and again gave the Tang alone. 

When we gave methadone to these animals in 
the morning wesaw a very considerable increase 
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in motility for several hours after each dose. 
Later in the day. motility declined below base- 
line levels, 

We were hopefui that we could repeat that study 
of methadone administration in man. However* 
there is a problem; the activity counted in 
methadone-treated monkeys is meaningful only 
in comparison to the drug-free, baseline motil- 
ity of the same subjects, and our methadone 
patients do not give us drug-free, baseline data. 
They transfer directly from street heroin to 
methadone, and so we weren't able to replicate 
that study in man, 

However, LAAM (acetylmethadol) Is a long- 
acting, methadone-like drug which is given, not 
every 24 hours as is the case with methadone, 
but every48 hours. We hypothesized that if man 
is stimulated for several hours following the ad- 
ministration of methadone-llke drugs (as had 
occurred in our monkeys), then when LAAM is 
given every 48 hours, perhaps we would see a 
greater amount of motility on the day off, Briefly 
stated, we predicted that activity in LAAM- 
treated patients would increase on the day of 
LAAM administration, when compared to the 
day off. So we set out to study circadian rhythms 
of motility in former heroin addicts who were 
maintained on LAAM as outpatients. 

The technique was one that we borrowed from 
the National Institute of Mental Health (6); 
researchers there generously loaned us a device 
for measuring motility in human beings, and 
we've since produced similar units of our own. 
These "actometers," worn on the shoulder, 
measure how much a subject moves around. 
Physical movement generates electrical pulses 
within theactometer. It has a timer, and It counts 
up these electrical signals for a period of 15 
minutes and then stores those counts in a self- 
contained computer memory chip. It then counts 
for the next 15 minutes, stores up that Informa- 
tion, counts for the next 15 minutes, stores that, 
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and so forth. The aciometer continues this count- 
ing for up to 64 hours. 

Wi have recorded 12 patients treated with LA AM 
every other day, and 5 treated with methadone 
every day; a!l records covered 48 consecutive 
hours, the LAAM patients, On the average, were 
about SO percent more active on the day of LAAM 
administration than on the day off, a very signifi- 
cant difference, For the methadone patients, 
comparing one day against the other showed no 
difference in activity. 

The results seem to be compatible with our 
hypothesis that there might be a relative stimula- 
tion early in the interval between LAAM doses, 
and a relative depression in motility later in the 
same interval Now, clearly* the aclometer meas- 
ures only the quantity of movements not its 
quality. I have no idea whether these patients 
are more alert and more productive on the day 
of LAAM administration, or whether that increase 
in motility is mere random hyperactivity. That 
would appear to be an important point to be 
addressed in later research. 

If these findings can be confirmed, they would 
suggest that when we put patients on every 
other-day LAAM, we put thern on a kind of 
behavioral roller coaster, in which their output 
of behavior varies by as much as 50 percent 
every other day. That kind of subtle behavioral 
toxicity from a drug could have significant and 
profound effects on one's life over a period of 
time. These data may suggest some adverse effect 
from every-othcr-day LAAM administration; 
such data certainly would have to be considered 
when decisions are made about whether to re- 
place methadone with LAAM, 

That ends the news. Now comes the editorial, 
which may or may not be connected to the newb. 

I am interested (n doing a certain amount of 
research as part of my activities as a career 



teacher: I feel that it contributes Jo my teaching 
ability. I also think that having some kind of 
scholarship behind me fives me some credibility 
with faculty colleague* where i do my teaching. 

In organizing the career teacher program, NIDA 
and NIAAA will continue \ hope, to recognize 
that researchers tend to publish, and that those 
who publish tend to stay at universities and to 
get tenureihere<Thus- investment in a researcher 
may bear long-term interest fortQachingnnterest 
that might not be availab : e in the case of some 
nonpublishing faculty members. Accordingly, 
perhaps one goal for the career teacher pro- 
gram should be to include within the career 
teacher group some academicians who do 
research, with the purpose of helping good re- 
searchers become better teachers in the field of 
substance abuse. 
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AA and the Physician Kenneth Williams. M.D, 



1 am an internist teaching in a department of 
psychiatry, and J spend about half my time work- 
ing with alcoholic patients and their families. 

\ have been fairly active in trying to educate the 
primary care physician about alcoholism, It is a 
great idea; Co out to the doctor who is already 
practicing primary care, give him a few skiils 
regarding diagnosis of alcoholism and what he 
can do to treat it. and then presumably we shall 
get many more people being treated for alcohol- 
ism. Unfortunately. I am not really sure ft can be 
done. I know it cannot be done easily. We talked 
in our small groups this morning about many of 
the problems, even trying to recruit prmary care 
physicians to come to a conference to hear about 
alcoholism. 

What i try to do in my activities in this regard is to 
beat down a few more common misconceptions 
about alcoholism, educate physicians about diag- 
nosis, show them how to use Antabuse, and how 
to refer to AA. 

The film on Alcoholics Anonymous tries to give 
doctors visible proof that something can be done 
for the alcoholic patient. Many health care pro- 
fessionals have never seen a recovering alcoholic. 
I had not until I had been a physician for 10 
years, t think the attitude that one gets seeing 
people only in the active phase of their illness 
can be a very discouragingone. Yet at a university 
hospital — in fact most hospitals— what one sees 
is people in the active phase of their illness com- 
ing back to the hospital again and again. I hadn't 
seen anybody recovering from alcoholism until I 
went to an AA meeting. 

When I speak to a group of health care profes- 
sionals, I often try to bring an AA member with 
me as living proof that something can be done, 
that people-can recover. The film is a way of 
bringing a lot of AA members with me at one 
time to impact upon the physicians to say "yes, 
something can be done." 



What the film does for health care professionals 
can be summarized as follows; (1) It shows them 
that recovery from alcoholism can occur, by 
showing examples, (2) It educates the health 
care professional regarding Alcoholics Anony- 
mous (by answering many misconceptions about 
AA) ( (3) The film gives something of the flavor of 
an AA meeting and shows that many different 
types of people can benefit by referral to AA. (4} 
It shows the health care professional with a drink- 
ing problem (who might be in the audience, and 
! think we should assume that somewhere 
between 10 and 12 percent of the audience will 
have an active drinking problem at the time) 
where he might obtain help— in the film there 
are two physicians and one nurse who are 
members of A A. (5) The film highlights problems 
that can occur when a doctor prescribes mind- 
altering medicines for an alcoholic, in my expe- 
rience this is the most difficult area about which 
to educate the primary care physician. Showing 
people who have become cross-addicted is one 
of the better ways to convince the physician to be 
more careful in his prescribing of mood-altering 
drugs. The film has two examples of cross-addic- 
tion, one to other sedatives and one to ampheta- 
mines. It also gives an example of iatrogenic 
alcoholism. A housewife who would not ever 
havedrunk alcohol on her own, since her mother 
and father had both died of alcoholismi was pre- 
scribed alcohol by her first pediatrician. (It is 
recommended still in La Leche League book for 
nursing mothers to drink beer at bedtime.) She 
was told to take two beers at bedtime, but little 
did the physician know that she would have six 
children and nurse each for 9 months, Then the 
same woman was again prescribed alcohol as an 
appetite stimulant. (6) The film encourages the 
doctor to do something about his patients' 
alcoholism, to confront his patients and suggest 
to them that he can refer them to AA. 

Now most of us who have tried to get an alco- 
holic patient to go to AA know it is not a very 
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easy thing to do, It U rare that a patient says, "Oh 
boy. Doc, AA is just \\ hat I always wanted." The 
doctor has to u^e oil the persuasion at his com- 
mand to get his patient to go to the meeting. 
One of the most effective way* for a doctor to 
refer a patient to AA is for the doctor himself to 
be knowledgeable about AA. I think the best 
thing for him to do is to go to an AA meeting. I 
have recommended this to a number of doctors. 
I did a careful followup of 1 group of 78 primary 
cart physicians to whom J strongly emphasized 
the importance of going to AA meetings; none 
of them ever did. 

So the film is a way of bringing the meeting to 
this group who will probably never go to a meet- 
ing even though it is a good idea, I believe that a 
doctor's ability to use AA is in direct proportion 
to his enthusiasm about the program, and if the 
film serves to educate him and provide a little bit 
of enthusiasm about the AA program, I think he 
will be much better able to refer patients. 

A pretest was prepared to be given with the 
movie on AA. V ery briefly, the results show two 
groups that have viewed this film, One, a group 
of 232 physicians who are mostly in clinical prac- 
tice, was the group for which I originally designed 
the film. They had never been to an A A meeting. 

The other group is everybody who has ever 
looked at the film— 862 people, 20 percent of 
whom are not physicians, They arepr : alco- 
holism counselors; 14 percent of tht- ^one 
to more than 10 AA meetings. I sl , ihese 
latter are, in fact, A A members looking^! the film. 

Very interestingly, it looks as though there are 
two distinct population groups of physicians. 
Those who have been to one AA meeting form 
one group, and those who have never been to 
an AA meeting form another group. The two 
groups as groups answer all the rest of the ques- 



tions very, very differently. Their attitudes and 
their impressions about AA are entirely different. 

I could not understand why 76 percent of the total 
said they do encourage alcoholic patients to go 
to AA: I reallv can hardly believe that. I think 
they answered what they thought I wanted to 
hear or what they would like to do. 

Regarding the question, "What is your feeing of 
the role of A A as an aid in the recovery of alco- 
holic persons?" the group of physicians aver- 
aged a very high regard for AA. 

This substantiates the findings of earlier studies 
in California showing that practicing physic*ans 
do have a very high regard for AA, However, 
they are somewhat misinformed about AA. I 
think the major misconception is revealed in 
their answer to the following true or false ques- 
tion: + " Alcoholics Anonymous is a voluntary self- 
help group whose philosophy advocates the 
elimination of alcohol use from our society/' In 
the question, AA was being equated with a tem- 
perance movement. Almost half of the physi- 
cians who had never been to a meeting said this 
was a true statement. 
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